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EXHIBIT 1 


IN THE SUPERIOR COURT OF FULTON COUNTY STATE OF GEORGIA 


SISTERSONG WOMEN OF COLOR 
REPRODUCTIVE JUSTICE COLLECTIVE, 
on behalf of itself and its members; 

FEMINIST WOMEN’S HEALTH CENTER, 
PLANNED PARENTHOOD SOUTHEAST, INC., 
ATLANTA COMPREHENSIVE WELLNESS 
CLINIC, ATLANTA WOMEN’S 

MEDICAL CENTER, FEMHEALTH USA 
d/b/a CARAFEM, and SUMMIT MEDICAL 
ASSOCIATES, P.C., on behalf of themselves, 
their physicians and other staff, and their 
patients; CARRIE CWIAK, M.D., M.P.H., 
LISA HADDAD, M.D., M.S., M.P.H., and 
EVA LATHROP, M.D., M.P.H., on behalf of 
themselves and their patients; and MEDICAL 
STUDENTS FOR CHOICE, on behalf of itself, 
its members, and their patients, Plaintiffs, 


Case No. 2022CV367796 


S N N N N 4444444444444 


V. 


STATE OF GEORGIA, Defendant. 


EXPERT REPORT OF PRISCILLA K. COLEMAN, PH.D. 


I. Background, Topics Addressed, and Qualifications 


1. I am over 18 years of age, have personal knowledge of the matters set forth here, 
and am competent to make this declaration. The opinions here are mine alone, and they do not 
represent those of any group. 


2. I was retained by Schaerr Jaffe LLP, Attorneys for the State of Georgia, to provide 
scientific information and related expert opinions with relevance to Georgia’s House Bill 481, 
banning abortion at 6 weeks and beyond, when the human heartbeat is detectable. I understand 
that exceptions to the law are permitted if a woman faces serious physical harm or death in 
pregnancy, or in cases of rape or incest if a police report has been filed and the procedure is 
completed at or before 20 weeks post fertilization. In accordance with Georgia’s 24-hour waiting 
period law and the Woman’s Right to Know Act, abortion providers must conduct a counseling 
session for purposes of information provision and to afford the patient an opportunity to ask 
questions of a physician. The session may be conducted in person or over the phone at least 24 
hours before a scheduled appointment. The physician must specifically share State mandated 
information pertaining to the procedure, alternatives to the procedure, risks associated with 
abortion including possible detrimental psychological effects, the medical risks of carrying to term, 
the probable gestational age of the fetus, information on free ultrasounds, and the fact that the 
father is liable to assist in the support of her child. 
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3: Iam a developmental psychologist and retired Professor of Human Development and 
Family Studies (HDFS) at Bowling Green State University (BGSU) in Ohio. I was a full-time 
employee at BGSU for 20 years. I received promotion to Associate Professor with tenure in 2005, 
and promotion to Full Professor in 2010. As a faculty member in HDFS, I was responsible for 
teaching the following undergraduate courses: Adolescent Development, Child Development, 
Life-Span Development, Parenting Processes, and Research Methods. I also advised approximately 
30-60 students enrolled in the HDFS major each year, and I served on various committees at the 
Program, School, College, and University levels at BGSU. I have a B.A. in Psychology, an M.A. 
in General Psychology, and a Ph.D. in Life-Span Developmental Psychology. A current copy of 
my CV is attached as Exhibit A. 


4. I have published 63 peer-reviewed journal articles, with the majority related to the 
psychology of abortion (reproductive decision-making, psychological outcomes associated with 
abortion, and risk factors that increase the probability of women experiencing post-abortion 
mental-health declines). Based on my expertise, I often serve as an expert in civil cases involving 
abortion. I have given invited presentations in parliament houses in Great Britain, Northern 
Ireland, New South Wales, and Queensland, and I have testified before state legislative bodies and 
before a U.S. congressional committee. 


3: My training as a developmental research psychologist equips me to evaluate the 
methodological strengths and weaknesses of studies across various disciplines. I have numerous 
professional experiences relevant to my expertise as a methodologist. Among the most significant 
are doctoral level methodology training, extensive editorial board and reviewer experience for 
academic journals, experience as a reviewer for two professional organization literature reviews 
on abortion and mental health (American Psychological Association and the National 
Collaborating Centre for Mental Health (NCCMH) Royal College of Psychiatrists), and experience 
teaching undergraduate and graduate research methods for 30 years. 


6. The opinions described below are based on my education, professional experience, 
the research I have conducted, and my extensive and ongoing review of the abortion decision- 
making and complications literature. The references to peer-reviewed publications in this report 
have been formative in shaping my opinions on the issues I address, as have other publications too 
numerous to mention in my ongoing review of the scientific literature. I hold the opinions expressed 
in this report to be true to a reasonable degree of scientific certainty. 


7. My career spans three decades with publications in highly reputable academic 
journals. An “Impact Factor” is an index of the reputation of a journal within a discipline, and the 
measure incorporates the frequency an average article in a journal is cited. The majority of my 
publications have been in journals with Impact Factors exceeding the average for psychology 
(1.39) and medicine (2.90) (Althouse et al., 2009). Eleven of the journals I have published in are 
in the top 20% of journals across all disciplines according to Journal Citation Reports (impact 
factor at or above 3.0). On Google Scholar, there are 7,182 peer-reviewed citations to my 
scholarship. Google Scholar also reports the h-index, or Hirsch index, which measures the impact 
of a scientist based on the total number of publications and citations to publications. Hirsch (2005) 
estimated that after 20 years a “successful scientist” would have a score of 20; my current h-index 
is 34. There is evidence that scores tend to be lower in the social and behavioral sciences, even in 
top ranking programs. For example, Barner et al. (2015) reported the average h-index of faculty 
affiliated with 25 highly ranked psychology programs was 15.67; my score is over twice as high. 
Finally, I am a member of Research Gate, a global community of scholars, and my current 


Page 2 of 65 


Research Gate score is 31.03, exceeding those of 90% of researchers from the many disciplines 
represented. According to Research Gate, my journal articles have been read 70,617 times, and my 
“Research Interest” score is 2,335, higher than 97% of affiliated scholars. 


8. As outlined in my CV, I have been invited to share my research and analysis of 
peer-reviewed studies conducted by others in numerous countries (Australia, Canada, Chili, 
Ecuador, England, Germany, Ireland, Northern Ireland, Poland, Portugal, and Scotland) to wide 
ranging audiences, most notably in Parliament Houses as medical and government personnel 
evaluated current and/or future laws regulating abortion. 


9. My research has been deemed reliable and utilized in courts across the U.S. as a 
basis for informed consent, waiting period, and mandatory counseling laws. Particularly 
noteworthy, my research factored heavily into the decision in Planned Parenthood Minn., N.D., 
S.D. v. Rounds, 686 F.3d 889 (8th Cir. 2012). The U.S. Court of Appeals for the Eighth Circuit 
concluded that the district court erred in granting a permanent injunction enjoining a provision of 
the South Dakota statute requiring disclosure to abortion-seeking patients of an increased risk of 
suicide ideation and suicide. The suicide advisory was ruled non-misleading and relevant to 
women’s decisions regarding abortion, as not placing an undue burden on abortion rights, and as 
not a violation of physicians’ free speech rights. I also served as an expert for the Intervenors in 
Planned Parenthood v. Rounds for 6 years, beginning in 2006, and I submitted numerous expert 
reports, a few of which were referenced in the Eighth Circuit decision. 530 F.3d 724 (8th Cir. 
2008). The Eighth Circuit also noted the quality of studies in the record: “With regard to whether 
the required disclosure is truthful, the State submitted into the record numerous studies published 
in peer-reviewed medical journals that demonstrate a statistically significant correlation between 
abortion and suicide. The studies were published in respected, peer-reviewed journals such as the 
Obstetrical and Gynecological Survey, the British Medical Journal, the Journal of Child 
Psychology and Psychiatry, the Southern Medical Journal, and the European Journal of Public 
Health, and there is no indication that the peer-review process was compromised for the studies at 
issue.” Rounds, 686 F.3d at 898. 


10. The First District Court of Appeals for the State of Florida also cited favorably my 
declaration as an expert witness assisting the State in defending a 24-hour waiting period bill. “The 
physicians’ declarations are supported by other mental health-related declarations filed by the 
State. Dr. Coleman stated, for example, that ‘waiting periods in other states are associated with 
improved mental health among females as evidenced by a significant drop in suicide rates.’ She 
cited studies that women who have abortions in the absence of a deliberative period are more likely 
to suffer depression, anxiety, post-traumatic stress, substance abuse, and suicidal behavior.” State 
v. Gainesville Woman Care, LLC, 278 So. 3d 216, 221 (Fla. 1st DCA 2019). More recently, Florida 
Circuit Judge Angela Dempsey ruled in favor of the same 24-hour waiting period on summary 
judgment. NBC Miami, Judge Tosses Challenge to Florida’s 24-Hour Waiting Period (Apr. 12, 
2022), https://www.nbcmiami.com/news/local/judge-tosses-challenge-to-floridas-24-hour- 
abortion-waiting-period/2734460/. 


11. In preparation for this expert report, I reviewed the following case documents: 
Plaintiffs’ Verified Complaint 

b. House Bill 481 

Cc. Affidavit of Martina Badell, M.D. 
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d. Affidavit of Carrie Cwiak, M.D., M.P.H. 

e Affidavit of Whitney S. Rice, DrPH, M.P.H. 
f. Affidavit of Samantha Meltzer-Brody, M.D. 
g. Affidavit of Patient Jane Doe 1 

h Affidavit of Patient Jane Doe 2 


i. Affidavit of Patient Jane Doe 3 
j. Affidavit of Patient Jane Doe 4 
k. Affidavit of Patient Jane Doe 5 
l. Affidavit of Pamela Merritt 


II. List of Opinions with Corresponding Report Pages 


12. Opinion 1: The soundest empirical evidence indicates that abortion is associated 
with an increased risk for adverse psychological outcomes; whereas the opposite is true relative to 
childbirth, which is associated with many psychological benefits to women. As such, the 6-week 
abortion ban will likely lead to enhanced mental health outcomes for women residing in Georgia. 
Plaintiffs rely on flawed and incomplete evidence to support their position on the psychological 
safety of abortion and their related opinion that the 6-week ban will endanger the mental health of 
Georgian women. The Plaintiffs further overemphasize the psychological risks (mental illness, 
substance abuse, and suicidal behavior) of the perinatal period. (Pages 5-24) 


13. Opinion 2: Established associations among poverty, abortion, and mental health 
support Georgia’s 6-week ban. Women living in poverty are more inclined to be pressured into 
abortion, make decisions that are not consistent with their values and true desires, and are more 
likely to be pro-life than economically advantaged women. Further, available data has identified 
poor women as a high-risk group for post-abortion negative psychological trajectories, indicating 
that childbirth is likely to be a healthier option for many. Finally, the highly developed 
interdisciplinary study of poverty offers significant insights regarding individuals who live with 
low incomes. The data specifically indicates high levels of resilience, resourcefulness, problem- 
solving skills, and social networks marked by reciprocity, which enhances adjustment to difficult 
life situations, including securing the necessary means for an early abortion or becoming a parent 
with compromised financial resources. (Pages 25-29) 


14. Opinion 3: Available data indicates that, in cases of significant fetal anomaly, 
mental health trajectories are less negative and more positive when women choose to carry to term 
rather than abort. (Pages 29-32) 


15. Opinion 4: In cases of rape (including sex trafficking and incest), the choice to abort 
is often the result of coercion, and this sensitive population is at great risk for experiencing a 
traumatic reaction to an abortion; whereas continuing a pregnancy is likely to result in contact with 
health care professionals and an opportunity to escape serious circumstances of maltreatment. 
Among women who choose to access the exception to the 6-week ban via a police report, an 
opportunity to prosecute perpetrators is opened and safety for victims of repeat offenses becomes 
far more probable than without the mandated police report to secure an abortion. (Pages 32-40) 
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HI. Opinions and Supporting Data and Analysis 


A. Opinion 1: The soundest empirical evidence indicates that abortion is associated with 
an increased risk for adverse psychological outcomes; whereas the opposite is true 
relative to childbirth, which is associated with many psychological benefits to women. 
As such, the 6-week abortion ban will likely lead to enhanced mental health outcomes 
for women residing in Georgia. Plaintiffs rely on flawed and incomplete evidence to 
support their position on the psychological safety of abortion and their related 
opinion that the 6-week ban will endanger the mental health of Georgian women. The 
Plaintiffs further overemphasize the psychological risks (mental illness, substance 
abuse, and suicidal behavior) of the perinatal period. 


16. In the Plaintiffs’ Verified Complaint (paragraph 34), the following statement is 
made without the backing of peer-reviewed scientific sources, “For many, pregnancy and the 
postpartum period (together, the “perinatal” period) are also times of increased vulnerability to 
mental health issues—both new disorders and recurrences of preexisting conditions.” No 
discussion is offered regarding documented abortion-related risks to women’s mental health. 


17. In a similar vein, Dr Badell states in her Affidavit, “... the exclusion of mental 
health conditions from the medical emergency exception is not based on science and will endanger 
pregnant patients. A mental health crisis can be just as dangerous as physical trauma. Pregnancy 
can bring on acute onset of psychiatric illness or exacerbate serious mental illnesses such as bipolar 
disorder, panic disorder, and depression. Such illnesses can be life threatening when accompanied 
by suicidal ideation, which can develop as a result of mental health deterioration during pregnancy. 
The Ban’s failure to recognize that abortion is sometimes necessary to preserve a patient’s mental 
health will contribute to preventable pregnancy-associated mortality and morbidity” (para 34). Dr. 
Badell alludes to “science” but fails to provide any evidence in support of her contention and 
ignores the research evidence on post-abortion mental health declines. 


18. Finally, Dr. Meltzer-Brody states in her Affidavit, “there is extensive research 
showing that a substantial number of women experience a new mental health condition or a 
recurrence of a preexisting mental health condition, during pregnancy or the postpartum period. 
This body of research is confirmed by my more than two decades of clinical practice specializing 
in perinatal mental health” (para 37). Yet very little empirical data is described in her Affidavit 
and (as several of the Plaintiffs’ experts have done), she fails to acknowledge the vast international 
literature demonstrating serious, prolonged mental health risks associated with abortion. She also 
fails to address studies comparing the relative mental health risks to women associated with 
carrying to term vs. aborting. In paragraph 43 of her Affidavit, Dr. Meltzer-Brody stated, “There 
is no medical justification for excluding psychiatric illnesses from H.B. 481’s definition of a 
medical emergency. The patients I describe above—and many others for whom I have cared over 
the years—were at serious risk of death or other forms of self-harm due to a mental health episode 
triggered or exacerbated by pregnancy. Such patients are experiencing a life-threatening medical 
emergency, and an abortion may be medically necessary to mitigate the symptoms of their illness.” 
As demonstrated below, this conclusion does not logically flow from the available scientific 
research. 
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19. The Plaintiffs provide a very skewed picture of the mental health trajectories 
associated with carrying a pregnancy to term vs. aborting, offering sweeping scientifically 
unsubstantiated opinions. In this section, I describe the mental health risks of abortion ignored by 
the Plaintiffs and demonstrate that the strongest comparison studies available have shown far more 
pronounced detriments to women’s mental health with abortion compared to childbirth. The 6- 
Week Ban in Georgia aligns with the science and will serve to protect a significant percentage of 
women in the State from the devastating consequences of terminating the lives of their unborn 
children. 


1. Mental Health Risks of Abortion vs. Childbirth 


20. For a significant number of women, abortion evokes powerful negative emotions 
(Kero, Hogberg, & Lalos, 2004; Kero & Lalos, 2000; Kimport, 2012; Kimport, Foster, & Weitz, 
2011; Söderberg, Janzon, & Sjöberg, 1998). This is reflected in a textbook, A Clinician’s Guide 
to Medical and Surgical Abortion, written by leading abortion providers (Paul, et al., 1999) for 
training abortion providers. The chapter on counseling outlines several adverse reactions that 
women may experience after abortion, including depression, severe guilt, shame, and unresolved 
grief (Baker, 1999). According to the Clinician’s Guide, symptoms of depression include the 
following: crying, suicidal ideation, poor performance in school or work, loss of interest in 
enjoyable activities, and feelings of worthlessness. Symptoms of severe guilt entail the following: 
self-punishing behaviors, such as substance abuse or indiscriminate sex, nightmares about killing 
or saving babies, blocking out the experience, avoiding anything that triggers memories of the 
event, fearing God’s punishment, and interpreting misfortune, illness, or accident as signs of God’s 
punishment. Symptoms of shame include the following: relentless thoughts of being a bad person, 
engaging in self-destructive behaviors, and fear of anyone finding out about the abortion. Finally, 
according to the textbook, symptoms of unresolved grief include engaging in thoughts and 
behaviors that perpetuate a strong emotional investment in the pregnancy or that prevent the 
redirection of emotional energy into moving forward with life. 


21. Over the past several decades, the number of peer-reviewed studies identifying 
these adverse mental health outcomes associated with abortion has increased dramatically, as has 
the scientific rigor of the research on this topic. The literature base is comprised of hundreds of 
studies and has revealed that women who choose abortion, compared to those who carry their 
pregnancies to term, experience an increased risk of mental health problems, including substance 
abuse, anxiety, depression, suicidal ideation, and suicide, among other conditions and symptoms 
(e.g., Bradshaw & Slade, 2003; Coleman et al., 2002a, 2002b; Coleman, 2005, 2006; Coleman et 
al., 2002; Cougle et al., 2003; Dingle, 2008; Fergusson et al., 2006, 2008; Gissler et al., 2005; 
2015; Mccarthy, 2015; Mota et al., 2010; Pedersen, 2007, 2008; Reardon et al., 2003; Rees & 
Sabia, 2007; Sullins, 2016). 


22: The scientific evidence linking abortion to increased rates of mental health 
problems is published in leading peer-reviewed journals in psychology and medicine, and there 
are now dozens of large-scale prospective studies with thousands of participants incorporating 
different types of comparison groups and other control techniques, effectively fortifying the level 
of confidence in the results derived. The various studies have controlled for potentially 
confounding variables, including prior mental health issues, reproductive history, experience of 
abuse of various forms, and several demographic variables. Controlling for these variables 
increases the reliability and validity of the findings. 
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23. The table below summarizes several of the more recent large-scale investigations 
from across the globe. In the 2018 study by Luo and colleagues (2018), wherein the primary 
outcome was suicidal ideation, a stronger association was observed between abortion history 
(previously having an abortion) and suicidal ideation among women who did not have pre-existing 
anxiety or depression. The authors noted, “The stronger association among those without anxiety 
or depression further corroborates our inference that induced abortion was associated with 
suicidality independent of mental disorders among this population.” (p. 7). Luo concluded, “An 
improvement of mental health of the population requires policy change, medical system support, 
enhanced communication between the service seekers and health care providers.” (p. 10). Another 
notable recently published study in the table below is by Jacob and colleagues (2019) and is based 
on over 35,000 German women with data derived from gynecological practices where diagnoses 
are continuously documented, enabling unbiased exposure assessment (no recall bias). In this 
study, the authors identified significant associations between abortion history and an elevated risk 
of several psychiatric disorders. The authors concluded, “Based on these results, information on 
the potential impact of induced abortion on mental health should be given to women before the 


abortion procedure is scheduled.” (p. 78). 


Table 1: Recently Published Large Scale Research Studies on the Association between Abortion 


and Mental Health 


Study 


Results 


Gong, X., Hao, J., Tao, F., Zhang, J., Wang, 
H., & Xu, R. (2013). Pregnancy loss and 
anxiety and depression during subsequent 
pregnancies: Data from the C-ABC study. 
European Journal of Obstetrics, Gynecology, 
and Reproductive Biology, 166(1), 30-36. 


Gissler, M., Karalis, E., & Ulander, V.M. 
(2015). Decreased suicide rate after induced 
abortion, after the Current Care Guidelines in 
Finland 1987-2012. Scand J Public Health, 
43(1), 99-101. 


Large Chinese study (over 20,000 women), 7,683 of 
whom had an abortion. Abortion was related to increased 
risk of depression (OR: 1.381) and anxiety (OR: 1.211) in 
the first trimester of a later pregnancy after controlling for 
age, education, pre-pregnancy MBI, income, and 
residence. The comparison group was women 
experiencing a first pregnancy. 


Examined suicide post-abortion between 1987 and 2012 in 
Finland. A 2-fold increased risk of suicide was observed 
even after new guidelines required post-abortion follow- 
up sessions at 2-3 weeks to monitor women’s mental 
health. 


Jacob, L., Gerhard, C., Kostev, K., & Kalder, 
M. (2019). Association between induced 
abortion, spontaneous abortion, and infertility 
respectively and the risk of psychiatric 
disorders in 57,770 women followed in 
gynecological practices in Germany. Journal of 
Affective Disorders, 251, 107-113. 


Case-control study from the Disease Analyzer Database 
(IQVIA). Induced abortion was positively associated with 
the elevated risk of psychiatric disorders (ORs ranging 
from 1.75 to 2.01). 
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Jacob, L., Kostev, K., Gerhard, C., & Kalder, 
M. (2019). Relationship between induced 
abortion and the incidence of depression, 
anxiety disorder, adjustment disorder, and 
somatoform disorder in Germany. Journal of 
Psychiatric Research, 114, 75-79. 


Examined women with a first abortion in 281 
gynecological practices in Germany. Included 17,581 
women with an abortion experience and 17,581 matched 
controls who had a live birth. Induced abortion predicted 
depression (HR=1.34), adjustment disorder (HR=1.45), 
and somatoform disorder (HR=1.56) across the 10-year 
study period. 


Lega, I., Maraschini, A., D’ Aloja, P., 
Andreozzi, S., Spettoli, D., Giangreco, M., 
Vichi, M., Loghi, M., Donati, S., & Regional 
Maternal Mortality Working Group (2020). 
Maternal suicide in Italy. Archives of Women's 
Mental Health, 23(2), 199-206. 


Luo, M., Jiang, X., Wang, Y., Wang, Z., Shen, 
Q., Li, R., & Cai, Y. (2018). Association 
between induced abortion and suicidal ideation 
among unmarried female migrant workers in 
three metropolitan cities in China: A cross- 
sectional study. BMC Public Health, 18(1), 
625. 


Data were gathered from 10 regions in Italy. The suicide 
rate was 1.18 per 100,000 among women who gave birth 
(n = 2,876,193) and 2.77 among women who aborted (n = 
650,549), a statistically significant difference. 


Examined 5,115 unmarried females from Shanghai, 
Beijing, and Guangzhou. Abortion was associated with 
nearly double the odds of suicidal ideation (OR = 1.89) 
after adjustment for numerous controls (age, education, 
years in the working place, tobacco use, alcohol 
consumption, daily internet use, attitude towards 
premarital pregnancy, multiple induced abortion, self- 
esteem, loneliness, depression, and anxiety disorders.) The 
association was stronger in those aged > 25 (OR = 3.37), 
among women with > 5 years in the work force (OR = 
2.98), in the non-anxiety group (OR = 2.28), and in the 
non-depression group (OR = 2.94). 


McCarthy, F. P., Moss-Morris, R., Khashan, A. 
S., North, R. A., Baker, P. N., Dekker, G., 
Poston, L., McCowan, L., Walker, J. J., Kenny, 
L. C., & O'Donoghue, K. (2015). Previous 
pregnancy loss has an adverse impact on 
distress and behaviour in subsequent 
pregnancy. BJOG: An International Journal of 
Obstetrics and Gynaecology, 122(13), 1757- 
1764. 


Pregnant women with one prior abortion had elevated 
stress (adjusted mean difference=0.65) and depression 
(aOR= 1.25) at 15 weeks of gestation. Women with two 
prior abortions had increased perceived stress (adjusted 
mean difference=1.43) and depression (@OR=1.67). 


Sullins D. P. (2016). Abortion, substance abuse 
and mental health in early adulthood: Thirteen- 
year longitudinal evidence from the United 
States. SAGE Open Medicine, 4. 


Wie, J. H., Nam, S. K., Ko, H. S., Shin, J. C., 
Park, I. Y., & Lee, Y. (2019). The association 
between abortion experience and 
postmenopausal suicidal ideation and mental 
health: Results from the 5th Korean National 
Health and Nutrition Examination Survey 


Ina U.S. sample, after extensive control for other 
pregnancy outcomes and sociodemographic variables, 
abortion was associated with increased overall risk of 
mental health disorders (OR:1.45). A Population 
Attributable Risk analysis showed 8.7% of the prevalence 
of mental disorders was attributable to abortion. 


After adjusting for several demographic controls, women 
who had three abortions experienced elevated risk for 
suicidal ideation (OR: 1.510). This level of risk was 
significant even after controlling for depression (OR: 
1.391). Risk of depressive mood in daily life was likewise 
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(KNHANES V). Taiwanese Journal of elevated with more abortions even after controlling for 
Obstetrics & Gynecology, 58(1), 153—158. depression (OR: 1.657). 
24. Similarly, in a 2013 narrative review of literature published between 1995 and 


2011, Italian researchers Bellieni and Buonocore incorporated 30 peer-reviewed journal articles 
and concluded: “The studies analyzed here show that abortion is a risk factor for mental illness 
when compared to childbirth.” Also, Udzma and Achadi (2019) published an analysis of studies 
examining factors related to depression in pregnancy, and they reported that a maternal history of 
abortion was a significant factor in four out of the six studies examined. 


25. These findings are supported by a meta-analysis I published, entitled “Abortion and 
Mental Health: A Quantitative Synthesis and Analysis of Research Published from 1995-2009” in 
the British Journal of Psychiatry in 2011. A meta-analysis is a specific form of systematic literature 
review wherein quantitative data from multiple published studies are converted to a common 
metric and combined statistically to derive an overall measure of the effect of an exposure such as 
abortion. This methodology gives the results more statistical power and much more credibility 
than the results of any individual empirical study or narrative review. In a meta-analysis, the 
contribution or weighting of each study to the final result is based on objective scientific criteria 
(sample size and strength of effect), as opposed to an author’s opinion of what constitutes a strong 
study. 


26. My review offers the largest quantitative estimate of mental health risks associated 
with abortion available in the world. After applying methodological selection criteria and 
extraction rules to minimize bias, the sample consisted of 22 studies, 36 measures of effect, and 
877,297 participants (163,880 of whom experienced an abortion). Results revealed that women 
who aborted compared to women who had not aborted experienced an 81% increased risk for 
mental health problems. When compared specifically to those who delivered following an 
unintended pregnancy, women who aborted were found to have a 55% increased risk of 
experiencing mental health problems. 


27. I calculated separate effects based on the type of mental health outcome, with the 
results revealing the following increased risks: anxiety disorders 34%; depression 37%; alcohol 
use/abuse 110%; marijuana use/abuse 220%; and suicide behaviors 155%. Calculation of a 
composite Population Attributable Risk (PAR) statistic revealed that nearly 10% of the incidence 
of mental health problems was directly attributable to abortion. 


28. In my review, very stringent inclusion criteria were used to avoid bias. Every strong 
study was included, and weaker studies were excluded based on the criteria. Specifically, among 
the rules for inclusion were sample size of 100 or more participants, use of a comparison group, 
and employment of controls for variables that may confound the effects, such as demographic 
factors, exposure to violence, and prior history of mental health problems. 


29. After publication of my meta-analysis, renowned researcher, Dr. David Fergusson 
from New Zealand, with over 500 journal articles to his credit, published a letter in the British 
Journal of Psychiatry titled “A Further Meta-Analysis,” announcing that his own independent 
meta-analysis was consistent with the results of my study. In his letter he noted, “The implications 
of this analysis are inescapable: despite the claims made in previous reviews about the absence of 
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association between abortion and mental health, when data are pooled across studies there is 
consistent evidence suggesting that women having abortions are at modestly increased risks of 
mental health problems when compared with women coming to term with unplanned/unwanted 
pregnancies.” 


30. In another letter to the editor led by Chilean researcher Elard Koch and coauthored 
by two American researchers, the following affirming commentary of my meta-analysis was 
provided: 


Previous letters by Howard et al., Robinson et al., Lagro-Janssen et al. 
submitted immediately after the publication (see below) do not seem to even 
understand what Coleman really did or at least they are underestimating the 
rigorous methodology applied by the author, quoting substantially weaker 
studies or basing on the single study by Munk-Olsen et al. - published after 
the submission of Coleman’s study to the British Journal of Psychiatry - to 
dismiss any evidence suggesting that abortion may have adverse effects on 
mental health. 


2. Abortion and Coercion 


31. The negative mental health challenges women face after abortion are likely 
compounded when the choice is made due to coercion. There is extensive research revealing that 
abortion is often not freely chosen but is instead the result of pressure of varying degrees from 
close family members, friends, or abortion clinic personnel, violating one of the basic dictates of 
informed consent. For example, Harvey-Knowles (2012) reported that 31% of women made their 
pregnancy outcome decision based on persuasive messages from others. And eight percent of the 
women in a study by Kero et al. received the abortion “more or less against their own will” and 
more than half of the women (52%) stated that their present partner wanted them to have an 
abortion. 


32. Studies have further established that ambivalence and pressure from others afflict 
women considering or obtaining medication abortions. For example, Rafferty and Longbons 
(2020) conducted a case study of the nonpartisan website, “Abortion Changes You” and reported 
findings from the analysis of 98 women’s medication abortion stories. The women’s narratives 
included data on the abortion decision, described generally as being “rife with contradiction, and 
not a flippant choice.” Women’s reasons for deciding to terminate included bad timing, financial 
instability, relationship problems, lack of family support, being unmarried, being too young, 
having too many other children, and not being prepared to become a parent. The majority of the 
women explained that abortion was the only or best option given their current circumstances, 
although there was evidence of internal struggles. For example, one woman explained, “I always 
leaned more towards keeping the baby and my boyfriend more towards abortion. I knew I could 
have the baby but it would be difficult. We both work jobs that barely pay over minimum wage 
and we both were scared to grow up and care for a child” (p. 4). According to Rafferty and 
Longbons, when making their decision regarding termination, 49% of women reported vacillating 
between keeping their baby and having an abortion. 


33. The data in the Rafferty and Longbons study revealed that, in the majority of cases 
(53%), women did not make the decision to have a medication abortion independently. The father 
of the child or other family members (e.g., parents) often overrode women’s own desires to 
continue the pregnancy. For example, one woman said, “I remember my husband telling me, ‘well, 
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don’t expect me to be too happy with the idea of having it if you decide to keep it. I won’t be too 
loving.’ That was a knife through my heart and I made the tough decision to go through with the 
abortion” (p. 5). Another woman’s father coerced her into the medical abortion, stating, “But my 
father on the other hand was a different story. He is an old school Puerto Rican who told me that I 
had to leave if I kept the baby. I had 2 weeks to get an abortion or else he would disown me 
forever” (p. 5). 


34. These results are supported by a study published by van Ditzhuijzen and colleagues 
(2015), in which the data revealed that 17.6% of women with a pre-existing psychiatric history 
experienced pressure to abort. Women seeking an abortion have higher than average rates of pre- 
existing mental illness that can interfere with effective decision-making. Van Ditzhuijzen and 
colleagues (2013) found that, compared to a reference sample, women who had an abortion were 
three times more likely to report a pre-abortion history of a mental disorder, nearly five times more 
likely to experience drug dependence, and over four times more likely to report alcohol 
dependence. 


3. Guilt and Regret After Abortion 


35. Studies show that many women, including those who are coerced into having an 
abortion, experience regret and guilt after making the decision to abort. Abortion is distinct among 
all medical procedures because it involves a woman and the demise of her biologically distinct 
offspring. A developing fetus, whether viewed as an actual life or as a potential life, is purposefully 
exterminated through the act of abortion. Women generally understand that abortion is different 
from other procedures. 


36. For many women, emotional conflict starts before the abortion procedure. Allanson 
and Astbury (1996) reported some startling statistics conveying women’s emotional conflict prior 
to having a first-trimester abortion. Below are percentages of women who endorsed statements 
conveying a connection with the fetus and ambivalence regarding abortion: 


a. “I've thought or daydreamed about (if I were to continue the pregnancy) whether 
I'd have a boy or girl” (50%) 

b. “I've talked to the pregnancy in my mind or out loud” (40%) 
“T've patted my tummy affectionately” (30%) 

d. “I've imagined coming into some money so that I can continue the pregnancy” 
(30%); 

e. “I've made plans in my head to continue the pregnancy” (25%). 

37. Following the abortion, guilt and regret may occur because many women have 
abortions despite moral opposition to the procedure (Allanson & Astbury, 1995; Kero & Laos, 
2000; Smetana, 1981). Allanson and Astbury (1995) reported that 25% of women seeking an 
abortion agreed with the statement “abortion is against my beliefs.” When women undergoing 
abortions were asked by Kero and colleagues (2001) whether thoughts of terminating the 


pregnancy caused any conflict of conscience, nearly half (46%) of the women answered in the 
affirmative. 


38. Unsurprisingly, given the data showing that many women who have abortions do 
so in opposition to their personal beliefs, Kero, Hogberg, and Lalos (2004) found that 30% of 
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women facing an abortion reported feeling guilty. The results of a major national poll by the Los 
Angeles Times revealed that 56% of women who had an abortion experienced a sense of guilt 
(Skelton, 1989). If a woman doubts her decision to abort, and she believes it is morally wrong, she 
is likely to experience feelings of guilt after the abortion. Research conducted by Patterson, Hill, 
and Maloy (1995) revealed that many women who were morally opposed to abortion made the 
decision to abort despite their personal views of abortion in order to appease others or because 
they were unable to see how they would be able to raise a child due to other life circumstances. 
This incongruence between women’s beliefs and behavior is likely to engender guilt feelings. 


39. Indeed, in a Florida-based study by Brown and colleagues (1993), the most 
frequently reported long-term sequela of abortion, particularly among those who had been coerced 
to abort, was a prolonged feeling of guilt. Fantasies involving the aborted fetus were the second 
most frequently mentioned long-term experience. Half of the participants referred to their 
abortions as “murder” and 44% voiced regret about their decision to abort. Other long-term effects 
included depression (44%), feelings of loss (31%), shame (27%), and phobic responses to infants 
(13%). For 42% of these women, the adverse psychological effects of abortion endured over 10 
years. 


40. As the crisis of the pregnancy and the pressure to make the decision have passed, 
and women have had time to process an abortion, those morally opposed to it may begin to believe 
that their reasons for terminating the pregnancy (e.g., to stay in school, save money, please a 
partner, etc.) were insufficient justifications for terminating a human life. In a study by Kero, 
Hoeberg, and Lalos (2004) in which women were asked to choose words expressing their feelings 
about an abortion when facing the procedure and one year later, only 11% selected “injustice,” at 
the time of the procedure, but 24% chose that word one year after the abortion. 


41. To be sure, not every woman who undergoes an abortion struggles with the 
decision. In a book published in 2011 titled, “The Ethics of Abortion: Women’s Rights, Human 
Life, and the Question of Justice,” Kaczor acknowledges that some women who have had abortions 
are firmly satisfied with their choices; recognizing regret associated with ending a pregnancy is 
not a universal experience. However, he presents a meaningful dichotomy that illustrates the 
unique nature of reproductive decisions when confronting an unwanted pregnancy, pointing out 
that the experience of regret rarely follows childbirth as it often does with abortion, even when 
women believe they made the right choice. He states, “What woman mourns the anniversary of 
her child’s birth? But how many women mourn usually in silence the anniversary of an abortion? 
What woman looks at her child and says ‘If only I had aborted her?’ But how many women 
consider in the quiet of their hearts, ‘If I hadn’t had the abortion...?’ No group calls itself ‘Women 
Exploited by Giving Birth’ or ‘Women Victimised by Giving Life.’ Yet many groups exist to 
comfort women hurt by abortion such as “Women Exploited by Abortion’ or ‘Women Victimized 
by Abortion’, organizations with thousands of members. No books are published to console 
women who gave birth rather than aborted. But how many books are published, from both pro- 
choice and pro-life perspectives, to help women with post-abortion grief?” This common-sense 
comparison captures the depth and potential long-term consequences of choosing to abort. 


42. The decision to abort is obviously often conflict-ridden, with many women 
seriously questioning their decision and suffering from their choice to abort. In a study I published 
with Eileen Nelson in 1998, we found 38.7% of female college students voiced regret in the first 
few years following an abortion (Coleman & Nelson, 1998). Moreover, the results of a study by 
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Soderberg and colleagues (1998) indicated that 76.1% of women who had a past abortion would 
never consider repeating the experience. 


4. Substance Abuse and Abortion 


43. Dr. Meltzer-Brody, in paragraph 28 of her Affidavit, states that: “Pregnancy puts a 
patient with substance use disorder (“SUD”) at greater risk for health complications and can 
amplify the symptoms of co-occurring psychiatric disorders. Moreover, the stress and anxiety that 
many women experience during pregnancy can exacerbate SUDs (e.g., lead to increased drinking, 
cigarette smoking, or use of other drugs), enhancing the risk that a woman will experience medical 
complications associated with substance abuse.” She fails, however, to quantify this level of risk, 
and she ignores the professional literature on substance abuse following abortion described below. 


44. Accumulating research evidence indicates that a history of induced abortion is 
associated with enhanced risk for substance abuse post-dating the procedure. In a study of over 
700 women in New York State, Yamaguchi and Kandel (1987) found that the use of illicit drugs 
other than marijuana was 6.1 times higher among women with a history of abortion when 
compared to women without such a history. Amaro and colleagues (1989) reported that adolescent 
drug users when compared to nonusers were significantly more likely to report a history of induced 
abortion (33% vs. 16.3%). In the same study, no associations were identified between drug use 
and parity or other forms of perinatal loss (spontaneous abortion/stillbirth). Using data from the 
National Longitudinal Survey of Youth, Reardon and colleagues (2004) reported that women who 
aborted, when compared to those who carried an unintended pregnancy to term, were twice as 
likely to use marijuana and reported more frequent use of alcohol after controlling for age, race, 
marital status, income, education, and prior psychological well-being. Additional studies have 
identified significant associations between induced abortion and substance use/abuse (e.g., 
Houston & Jacobson, 1996; Klassen & Wilsnack, 1986; Sullins 2019). For example, Sullins (2019) 
employed a nationally representative sample and observed that relative risk of substance abuse 
disorders was higher with any prior history of abortion compared to childbirth and the results were 
unaffected by pregnancy intention. 


45. Further, negative abortion-related emotions, which may enhance risk for substance 
use, could be triggered or exacerbated by the physical and psychological changes associated with 
a subsequent pregnancy (Coleman et al., 2002). And, given how common abortions are in the U.S., 
the increase in substance abuse that Dr. Meltzer-Brody described observing in her pregnant 
patients could very well be partially tied to this phenomenon. For example, Bradley (1984) found 
that women who had aborted, when compared to women without a history of abortion, were more 
likely to report anxiety during pregnancy. Significant correlations have also been observed 
between a prior history of abortion and smoking during pregnancy (Meirik & Nygren, 1984). 
Further, a few studies have demonstrated significantly higher rates of alcohol use (Kuzma & 
Kissinger, 1981; Gladstone et al., 1997) and illicit drug use, such as cocaine, methamphetamines, 
and opiates (Frank et al., 1988; Graham & Koren, 1991; Oro & Dixon, 1987), among pregnant 
women who have aborted compared to pregnant women who have not. 


46. My own research has confirmed these findings. Using data from a nationally 
representative sample, my colleagues and I (2002) found that pregnant women with a prior history 
of abortion were significantly more likely to use marijuana (odds ratio: 10.29), various illicit drugs 
(odds ratio: 5.60), and alcohol (odds ratio: 2.22) than women with a history of a prior birth. Finally, 
in another study by myself, Reardon, and Cougle (2005), we found that a past abortion was 
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associated with a higher likelihood of using substances of various forms (cigarettes, cocaine, 
marijuana, and other forms of illicit drugs) in a subsequent pregnancy after statistically controlling 
for various demographic variables (odds ratios ranged from 2.0 to 5.06). No differences in 
substance use were identified among women with a history of stillbirth or spontaneous abortion 
compared to women without the respective form of loss. 


5. Adolescents and Abortion 


47. Available evidence also indicates that adolescents who carry to term fare better 
psychologically compared to their counterparts who choose abortion, lending support to the 6- 
week ban relative to preserving the psychological health of the youngest women of reproductive 
age in the State. 


48. | Compared with older women, adolescent women are particularly vulnerable to 
experiencing post-abortion emotional difficulties (Broen, et al., 2005; Campbell, et al., 1988; 
Cougle. et al., 2005; Gissler, et al., 2005; Niinimäki, et al., 2011; Pedersen, 2008; Quinton et al., 
2001; Rue, et al., 2004; Zakus & Wilday (1987)). Further, post-abortion symptoms are likely to be 
more dramatic and severe for adolescents compared to older women. Increased psychological 
vulnerability is likely due to various factors. Specifically, adolescents are more inclined than adults 
to delay decision-making based on their relative inability to recognize pregnancy, admit being 
pregnant, and afford the cost of care (Bracken, & Swigar, 1972; Turell, Armsworth, Gaa, 1990). 
The resulting higher proportion of later-term abortions among adolescents entail more physical 
and emotional risk. Based on their developmental status, adolescents are generally much less 
prepared emotionally and financially to assume the responsibilities of parenthood compared to 
adult women. Family members, partners, and friends are therefore more likely to believe the timing 
of the pregnancy is premature and, accordingly, pressure them to abort, resulting in greater 
psychological risk to adolescents who may acquiesce to the will of others. In a study by Henshaw 
and Kost (1992), attempts to persuade adolescents to abort by mothers, partners, and friends were 
reported by 26%, 27%, and 21% respectively. 


49. Moreover, the psychological risks of abortion for adolescents are greater than the 
risks of an unintended, delivered pregnancy. Using data from the National Longitudinal Study of 
Adolescent Health, a large nationally representative sample, I published a study demonstrating that 
abortion poses a more significant risk to teens’ mental health than delivering an unintended 
pregnancy (Coleman, 2006). For every five adolescents who had aborted and sought counseling 
for psychological or emotional problems, only one adolescent who delivered an unintended 
pregnancy sought counseling. Compared with adolescents who delivered their child, almost four 
times as many adolescents with an abortion history reported frequent sleep disturbances. 
Adolescents who aborted were also more than six times as likely to report frequent marijuana use 
compared to adolescents who carried an unintended pregnancy to term. 


50. These findings find confirmation in another study of nearly 7,000 adolescents, in 
which Hope and colleagues (2003) compared negative behavioral outcomes of those who aborted 
(30.1%) and those who kept their babies (68.7%). Adolescent mothers exhibited delinquency 
levels equivalent to their never-pregnant peers and lower than those who aborted. Compared to 
adolescents who had abortions, those who kept their babies also experienced a dramatic reduction 
in smoking and marijuana use. 


51. Similarly, the results of a 25-year longitudinal study of 630 young women in New 
Zealand revealed that women who had an abortion between the ages of 15 and 25 were 
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significantly more likely to develop mental health problems after an abortion compared to those 
who had never been pregnant or who had been pregnant but did not have an abortion. (Fergusson 
et al. 2006). The results remained significant even after controlling for various confounding 
variables, including pre-existing psychological conditions. 


52: After an abortion, moreover, adolescents are more likely to have suicidal ideation 
compared to adult women. For example, Campbell and colleagues (1988) reported 29% of 
adolescents who aborted made suicidal gestures. Finally, the risk of suicide for adolescents can 
increase during the “anniversary period” of the abortion, around the date when the pregnancy 
would have been full-term (Tischler, 1981), suggesting psychological trauma of the abortion was 
aroused at this time. Espinoza, Samandari, and Andersen (2020) analyzed results of 35 studies and 
found that, compared to older women, adolescents tended to delay abortion decisions longer and 
were at higher risk for psychosocial harm.! 


53. Thus, the 6-week ban’s general reduction of abortions will also help adolescents by 
reducing adolescent abortion, which as described above, is associated with negative mental health 
outcomes. 


6. Mental Health Challenges During the Perinatal Period (Pregnancy Through One-Year 
Post-Partum) 


54. Unlike the authors of the studies described above, Dr. Meltzer-Brody describes 
psychological risks of the perinatal period without considering these risks relative to women who 


* While Plaintiffs’ Verified Complaint (para 46) identifies the parental consent law as a significant 
barrier to securing an early abortion, Plaintiffs fail (in both the Complaint and Affidavits) to 
recognize the fact that adolescents are less competent than adults in decision-making due to 
developmental differences in emotional and psychosocial maturity. In a review by Galvin and 
Rahdar (2013), the authors examined studies that provided compelling evidence that adolescence 
is a time of risky decision-making. According to research conducted by Halpern-Felsher and 
Cauffman (2001), adolescents’ and adults’ decision-making competence differs, with adults 
generally outperforming adolescents. Specifically, compared to adolescents, adults are more likely 
to consider risks and benefits associated with decisions and seek decisional advice from others 
who are more knowledgeable. Epidemiological and empirical studies also demonstrate that risky 
decision-making peaks during adolescence and the impact of stress on decision-making may be 
particularly harmful during adolescence. (Galvin & Rahdar, 2013). Adolescent brains work 
differently than adult brains when making decisions, because at this stage of development, the 
emotionally reactive amygdala is more active in decisional processes than the logical frontal 
cortex, which is more fully developed and dominant in adult decision-making (American Academy 
of Child and Adolescent Psychiatry, 2016). In an article on the ability of adolescents to make 
medical decisions, authors Pustilnik and Henry (2012) explained that adolescents may 
intellectually understand an issue and have an emotional reaction to it, but the intellectual and 
emotional processes are often experienced “nearly in parallel rather than in dialogue.” Plaintiffs 
ignore this research and fail to voice any understanding that parental notification and involvement 
in adolescents’ abortion decisions is adaptive and reduces the probability of adolescents struggling 
with post-abortion mental health challenges, which, as described above, are more common in 
adolescents compared to adults. 
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chose to abort. Nor does she give context to her descriptions by sharing incidence rates of various 
disorders in the general population. She specifically states in paragraph 12 of her Affidavit, “The 
perinatal period is a time of increased vulnerability to mental health issues. On one end of the 
spectrum, some women experience new or worsened anxiety and mood disorders during pregnancy 
or postpartum that may cause them significant distress and interfere with their daily lives, but do 
not rise to the level of suicidal ideation or psychosis. On the other end, some pregnant and 
postpartum women experience life-threatening mental illness, engaging in active suicidal ideation 
and/or experiencing psychotic symptoms (such as hallucinations) that may lead them to cause harm 
to themselves or to others. Indeed, suicide is a leading cause of maternal death.” Then in paragraph 
13, she notes, “Research shows, and my clinical experience reinforces, that at least one in eight 
pregnant women in the general population will experience a mental health disorder during the 
perinatal period, whether in the form of a preexisting condition or a disorder that arises for the first 
time during the pregnancy or postpartum. For instance, according to the U.S. Centers for Disease 
Control and Prevention (CDC), 13.6% of Georgians with a recent live birth reported symptoms of 
postpartum depression in 2018.” 


55. On a topic such as this, wherein hundreds of studies have been published, it is 
misleading to leave out comparison groups of women who have aborted, or from the general 
population. It is also inappropriate to mention only a few studies. As explained below, speaking 
of perinatal mental health outcomes in isolation is misleading because (1) perinatal depression is 
distinct from Major Depression; (2) Major Depression is what follows many abortions; and (3) 
Major Depression is associated with an increased risk of suicide and other negative mental health 
outcomes. 


56. As an initial matter, pregnancy carried to term is a period of significant 
psychological adjustment characterized by the emergence of a maternal identity and many 
necessary life changes (Stern, 1991). Becoming a mother necessitates numerous personal and 
social changes (Aber et al., 2013). As noted by Javadifar et al. (2016), positive emotions like a 
sense of well-being, feelings of love, and joy naturally coexist with distress, helplessness, and 
frustration during the transition to motherhood (Javadifar et al., 2016). Conflicting and 
overwhelming emotions are normative, common experiences of individuals in the throes of 
transitioning to the parental role, and most women adjust well and thrive. However, some women 
experience mental health challenges, most notably depression and anxiety. For example, in a 
systematic review of 58 studies, an incidence of 12% was derived for postnatal depression (Shorey 
et al., 2018). Systematic reviews have further shown a prevalence of approximately 15-20% for 
antenatal and 10% for postnatal anxiety disorders (Dennis, Falah-Hassani, & Shiri, 2017; Fawcett, 
et al., 2019). In general, the prevalence of mental health challenges is higher in low to middle- 
income countries than in high-income countries (Fisher et al. 2012). 


ST: Women are not all at equal risk for experiencing perinatal mental health challenges. 
There are known, identifiable risks for poorer maternal outcomes. Increased rates of mental illness 
are evidenced when there are pre-existing mental health problems, domestic violence, substance 
misuse, history of abuse, lack of support, separation from a partner, unemployment, low 
socioeconomic status, and a stressful pregnancy (Austin et al. 2008; Bilszta et al. 2008; Buist et 
al. 2005). Mental health problems during the perinatal period can be minimized if women and 
families engage in appropriate intervention services that have been well-developed (Armstrong et 
al. 2002; Kemp et al. 2011; Rahman, et al., 2013; Shaw et al. 2006). 


Page 16 of 65 


58. Further, depression during the perinatal period differs from depression unrelated to 
pregnancy and childbirth. Yet Dr. Meltzer-Brody does not acknowledge that perinatal depression 
tends to be less serious than Major Depression and that perinatal depression is very unlikely to 
precipitate suicide (Turner et al., 2002). In an extensive review of the literature on postpartum and 
non-postpartum? depression, Whiffen and Gotlib (1993) concluded that “there is solid evidence 
that the typical episode of postpartum depression is mild,” (p. 491) and the researchers’ 
investigation revealed that the primary difference between postpartum depression (PPD) and non- 
postpartum depression was symptom severity. In a recently published extensive literature review 
on the topic by Batt and colleagues (2020) titled, “Is Postpartum Depression Different from 
Depression Occurring Outside of the Perinatal Period? A Review of the Evidence,” the authors 
concluded the following: 


We have reviewed the most recent literature on epidemiology, etiology, and 
treatments to characterize the state of the evidence on whether PPD should 
be considered a distinct disorder from major depressive disorder. Although 
the evidence for late-onset PPD is mixed, a growing literature indicates that 
PPD with onset proximal to childbirth may be distinct from major 
depressive disorder with respect to symptom severity, hormone 
contributions, heritability, epigenetic mechanisms, and response to standard 
and novel treatment interventions. Depending on whether a woman 
breastfeeds, hormones tend to return to early follicular levels within a week, 
and ovulation may begin again within 4-12 weeks. Given this timeline 
during which hormones return to pre-pregnancy levels and cyclicity, there 
is a rationale for considering the early postpartum window as a distinct 
period of risk for PPD. Major depressive disorder shares as much genetic 
variance with PPD as it does with borderline personality disorder, 
posttraumatic stress disorder, and generalized anxiety disorder, which are 
considered to be distinct disorders from major depressive disorder with 
respect to current classifications and nomenclature (although, notably, no 
guidelines exist regarding the degree of distinction in genetic variance 
necessary for a disorder to be considered distinct). Moreover, many 
psychiatric disorders, which are currently considered to be distinct, have 
overlapping symptomatology, putative mechanisms of disease, and 
treatments (p.114). 


59. Studies also confirm that postpartum depression is distinct from the Major 
Depression often experienced following abortion. This is borne out in studies comparing suicide 
following birth and abortion. For example, a much higher probability of suicide after abortion 
compared to suicide after birth was illustrated in a study by Finnish researchers Gissler and 
colleagues (1996). These authors reported the annual suicide rate for women of reproductive age 
to be 11.3 per 100,000; whereas the rate was only 5.9 per 100,000 in association with birth and 
was a Startling 34.7 per 100,000 with an abortion history. Several other studies conducted in 
various countries have revealed even lower rates of suicide in the year following birth when 
compared to non-postpartum samples. A synopsis of this literature is offered below. 


2? Non-postpartum depression refers to depression unrelated to pregnancy and childbirth. 
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a. United Kingdom: Kleiner and Geston (1984) reported a very low rate of 
postpartum suicide of 0.5 per 100,000 live births. 


b. Washington State: The postpartum suicide rate was found to be only 1.4 per 
100,000 by Schiff and Grossman (2006). 


c. England and Wales: In a population-based study published in the British Medical 
Journal, Appleby (1991) reported a postpartum suicide rate that was 1/6th the rate 
found in the general population. The researcher concluded that “Motherhood 
seems to protect against suicide.” 


d. New York and Canada: Studies revealed significantly lower rates of suicide 
among postpartum women compared to non-postpartum women (Dannenberg et 
al., 1995; Turner et. al. 2002). 


e. Ina review of the literature, researchers Lindahl, Pearson, and Colpe (2005) 
concluded that suicide deaths are lower among postpartum women compared to 
the general population. 


60. It is also important to note that when both mood disorders and substance abuse are 
present—as is common for countless women who have been traumatized by an abortion—the risk 
for suicide is much greater. This is particularly true for adolescents and young adults (Brent et al., 
1993; Schaffer et al., 1996). I have extensive knowledge of a case wherein a young woman with 
no prior psychiatric history took her own life by hanging in her parents’ home approximately a 
year after she had an abortion. From 2007 to 2011, I served as an expert witness for the Plaintiff 
in Zallie v. Brigham (Camden, NJ, Superior Court of New Jersey Law Division, Camden County). 
Stacy Zallie was a normally developing young adult looking forward to becoming an elementary 
school teacher. She was pressured to abort by her boyfriend and his father. After she underwent 
the abortion, she experienced Major Depression and substance abuse, ultimately leaving a suicide 
note wherein she described the desire to be reunited with her unborn child she named “Brittany 
Leigh.” 


61. In summary, studies confirm that perinatal depression differs from depression 
unrelated to childbirth and pregnancy and from depression that follows abortion. In both instances, 
perinatal depression is typically less severe. Further, the studies demonstrate that motherhood can 
protect against suicide. 


7. Established Mental Health Benefits of Carrying to Term 


62. In any risk-benefit analysis of abortion, it is also important to account for the 
substantial mental health benefits to a pregnant woman of carrying her baby to term. Those benefits 
were identified, for example, in a rigorous large-scale investigation of motherhood, which included 
a nationally representative sample of 2000 mothers, as well as in-depth interviews and focus 
groups, called the “Motherhood Study” (Erickson, 2005). This study provides both quantitative 
and qualitative insights into the unique nature and life of motherhood. Among the findings of this 
study are the following: 


a. 81% were very satisfied being mothers. 


b. Most mothers (slightly more than 84%) reported a “good” (56%) or “excellent” 
(28%) sense of well-being. 


c. 69% of mothers reported feeling content and 65% confident. 
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d. 93% indicated that the love they feel for their children is unlike any other love 
they have experienced. 


e. 81% reported that being a mother is the “most important thing I do.” 


f. Satisfaction with motherhood remained high regardless of marital status: married 
(88%); living as married (80%); not married and not living as married (62%). 


g. Qualitatively, mothers emphasized that the rewards of motherhood far outweighed 
the challenges, e.g., “challenging but incredibly rewarding,” “the most demanding 
but also the best thing in the world.” 


63. There is also empirical evidence indicating that most women who are nearing the 
end of pregnancy are quite comfortable and content with being pregnant, even when the pregnancy 
was not planned. For example, when comparing 248 British women experiencing a planned 
pregnancy to women experiencing an unplanned pregnancy, Deave (2005) found that 87% of 
women who planned their pregnancies and 79% of women who did not reported feeling pleased 
or overjoyed just prior to delivery. The participants in this study were all first-time mothers, 
residing in lower socioeconomic areas, with a mean age of 26. 


64. Research evidence further indicates that most women are satisfied with their lives 
as a mother of a young infant. In a study by Kalmuss and colleagues (1992), 51.8% of the 473 
women sampled within a year of giving birth reported being very satisfied with their lives and 
41.2% reported being somewhat satisfied. Finally, 75.5% of the participants indicated that the 
transition to parenthood was either somewhat easy or very easy. 


65. Other studies have shown that motherhood is associated with decreased risk for 
negative psychological experiences. For example, in a large (n=396) study by Rokach (2004) 
mothers in their first year of parenting were found to score significantly lower on 6 subscales of 
the Loneliness Questionnaire than a sub-sample of women drawn from the general population. The 
subscales included emotional distress (intense pain, inner turmoil, hopelessness, feelings of 
emptiness), social inadequacy and alienation (feelings of social detachment), growth and discovery 
(feelings of inner strength associated with loneliness), interpersonal isolation (feelings of 
alienation, abandonment, and rejection), and self-alienation (detachment from oneself, numbness). 
When compared to women from the general population, pregnant women were also found to score 
significantly lower on all the loneliness subscales, with the exception of self-alienation. 


66. If women choose to breastfeed, there are additional psychological benefits, partly 
due to the fact that lactation produces the antidepressant chemical oxytocin (Ellison, 2005; Kinsley 
& Lambert, 2006; Krol & Grossmann, 2018). Studies suggest that lactating mothers are less tense 
and become bored less easily than their non-lactating peers. The hormonal activity and neural 
circuitry associated with birth and lactation fosters maternal receptivity to children’s needs, while 
simultaneously reducing depression and anxiety. 


67. More generally, a number of studies have shown positive psychological 
characteristics following pregnancy and childbirth, including an increased sense of control, 
feelings of serenity, self-esteem, empathy, restraint, ego resiliency (capacity for flexibility and 
resourcefulness in coping with stressors), and assertiveness associated with motherhood (Cowan 
et al., 1985; Ellison, 2005; Leifer, 1980; Palkovitz, 1996; Paris & Helson, 2002). There is also 
evidence that motherhood is associated with greater efficiency and competence in completing a 
number of cognitive tasks (Ellison, 2005; Kinsley & Lambert, 2006). 
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8 Plaintiffs’ Overzealous, Unmerited Reliance on the Turnaway Study 


68. In attempting to emphasize the mental health risks of limiting abortion access, the 
Plaintiffs give undeserved credence to articles generated from one or more of the over 60 published 
Turnaway Study articles. For example, in her Affidavit (para 46), Dr. Rice cites to the Turnaway Study 
as evidence of the veracity of her opinions: “Particularly strong methodologically, the Turnaway Study 
was a large prospective longitudinal study that compared a variety of outcomes for nearly 1,000 women 
who received abortions later in pregnancy with those who sought but were denied abortions because 
their pregnancies were beyond the gestational age cut-off at the facility where they sought care. The 
study documented the devastating effects of abortion denial on the socioeconomic, physical, and 
mental well-being of women and families. In particular, being denied a wanted abortion resulted in 
negative social outcomes, including being more likely to fall below the federal poverty level, in greater 
debt, and at greater risk for eviction. Existing children of women who were denied a wanted abortion 
lived with more economic insecurity and were less likely to reach developmental milestones.” 


69. In this section of my report, I address the significant methodological weaknesses and 
bias characterizing the Turnaway Study, including the following: (1) the ideological agenda behind the 
study; (2) the ambiguous sampling plan; (3) the sample representing a miniscule proportion of the 
population; (4) the inappropriate combining of disparate gestational ages in study groups; and (5) the 
overly simplistic primary outcome measures. 


70. Starting with the ideological agenda, the Turnaway Study was conducted by UCSF, a 
medical research institution with a strong reproductive health infrastructure. According to Martin 
(2016), Warren Buffett donated at least $88 million from 2001 to 2014 to UCSF, and that money went 
to support researchers with a well-defined, viewpoint-based agenda. Martin (2016) explained, “The 
research initiative dates back at least to the early 2000s and became more urgent after the high court 
held in 2007 that in cases of ‘medical and scientific uncertainty,’ legislatures could have ‘wide 
discretion’ to pass laws restricting abortion. Since then, a primary objective of abortion rights 
supporters has been to establish a high level of medical certainty—both about the safety of the 
procedure and about what happens when a woman’s reproductive options are drastically curtailed or 
eliminated.” (p. 2). Martin further noted that a UCSF organization called Advancing New Standards 
in Reproductive Health (ANSIRH) was established in 2002 as part of UCSF’s Bixby Center for Global 
Reproductive Health, and “foundation-backed researchers had already begun to churn out studies 
aimed at debunking some of the most common justifications for new abortion restrictions...that the 
psychological damage caused by grief and regret after abortions often persists for years and ruins 
women’s lives.” (p. 2) In line with this ideologically driven agenda, the Turnaway Study has generated 
dozens of journal articles using the same data set. 


71. The next weakness of the Turnaway Study is its ambiguous sampling plan. As stated 
in the Turnaway Study Operating Procedures Manual (2016) (p. 3), “This study explores the 
experiences and outcomes of women (including minor women) who obtain abortions, as well as 
women who are denied abortions because they present for care beyond the clinic’s gestational limit. In 
order to determine how our study population compares to the universe of all women seeking abortion 
(the vast majority of whom have a first trimester abortion), we also include a third group of women 
who seek services in the first trimester of pregnancy.” More specifically, the authors recruited 
participants with three distinct profiles: (1) women whose gestational age was one day to three weeks 
beyond the clinic’s gestational limit for performing second-trimester abortions and were turned away 
without receiving a desired second trimester abortion; (2) women whose gestational age was one day 
to two weeks under the clinic’s gestational cut-off for performing second-trimester abortions and 
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received a second trimester abortion; and finally, (3) women who received a first trimester abortion. 


72. The Turnaway Study investigators do not clearly articulate their sampling plan, the size 
of the population, or precisely how sites situated in different cities were chosen. Only very generalized 
information on these issues is described in the Operating Procedures Manual (2016), and the cities are 
not identified. In one of the study’s published articles, Biggs et al. (2014) noted: 


From 2008 to 2010, we recruited women seeking abortion care at 30 facilities 
in 21 states throughout the USA. Facilities were identified using the National 
Abortion Federation membership directory and by referral. Sites were selected 
based on their gestational age limits to perform an abortion procedure, where 
each facility had the latest gestational limit of any facility within 150 miles. 
Gestational age limits ranged from 10 weeks to the end of the second trimester. 
Facilities performed over 2,000 abortions a year on average.” (p. 2506). 


73. From this description, there is no way of determining if all the selected facilities 
engaged in recruitment during the first year and then continued recruitment efforts for the next two 
years ofthe study. This leaves the reader generally in the dark regarding the size of the population from 
which the sample was drawn. 


74. In another publication, Dobkin and colleagues (2014, p. e116) noted, “We began 
recruiting participants from one abortion facility and gradually expanded to the 30 total facilities over 
the next 3 years.” Although the number of facilities that engaged in recruitment across the full 3 years 
is not stated, the excerpt does seem to suggest that at least some of the facilities were retained following 
the initial year. The Turnaway Study Operating Procedures Manual (pp. 6-7), provides some more 
information: 


Early in the project, Sandy Stonesifer, the Program Manager at the time, or PI 
Diana Foster conducted on-site orientation visits to twenty-three of the clinics. 
They met and trained the point people for the remaining clinics at the annual 
NAF meeting during the spring of 2008. Over time, additional clinical 
recruitment sites were added. In April 2010, we had 29 clinics participating in 
the study. In early 2010, Project Directors Rana Barar, Heather Gould, and 
other staff members visited all participating clinics, either to train them in 
participant recruitment (if they were new sites) or to motivate them to continue 
recruitment, and to share lessons learned from other successful recruitment 
sites. 


75. This description seems to suggest that 23 sites were retained in the first year and then, 
by the third year, there were 29 facilities actively recruiting. With such ambiguity, one does not know 
how many facilities recruited for 3 years, 2 years, 1 year, or less. Assuming continuous recruitment 
across the 3 years for the 23 clinics identified in the first year, the potential participants would include 
138,000 for this segment based on 23 sites x 2000 average annual abortions x 3 years. Further, if the 
remaining 6 sites were added in the beginning of year 2 and recruited for the full remaining 2 years, 
the maximum potential participant pool from this segment would be 24,000, reflecting 6 sites x 2000 
average annual abortions x 2 years. When the two segments are combined, the upper limit of the 
population would be 162,000. 


76. Unfortunately, without more information, there is no way of knowing the minimum 
number of women who comprised the population. Knowing the size of the population and the precise 
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sampling method are essential to ascertaining the extent to which a sample is likely to accurately reflect 
the population from which it is derived relative to key study variables, situational factors, and 
demographic characteristics. If there is no way of knowing this number or the sample does not 
accurately mirror the population, the results have no value beyond describing the experiences of the 
women sampled. Absent more reliable data, no assumptions can be legitimately made regarding the 
population of women who abort in the U.S. 


77. The Turnaway Study has other serious deficiencies in its sampling plan. For example, 
according to Dobkin and colleagues (2014), of those screened in the study (n=7,486), only 3,045 were 
approached to participate across the three groups. This is approximately 41%. No explanation is 
provided for why so many women were not approached. This is potentially problematic, because those 
not approached could have been systematically different from those approached relative to background 
characteristics, situational factors, and/or how they handled the abortion experience. 


78. Further, based on data offered by Dobkin et al. (2014), the percentages of women 
approached varied dramatically based on the study groups. The Turnaway Group was 83.2%, the Near 
Limits Group was 58%, and the 1st trimester Group was 22%. Such disparate rates are not addressed 
and are potentially problematic in terms of representativeness, particularly since the authors do not 
explain why some women were approached and others were not. 


79. Differences in the rates at which women agreed to participate in the study are an 
additional source of potential bias. Agreement-to-participate rates derived from the percentage of 
women who were approached were 41% in the Turnaway Group, 42.2% in the Near Limits Group, 
and 33.8% in the 1st Trimester Group. The total number of women who agreed to participate across 
groups was 1199/3045 = 39.37%, resulting in a sample that was unlikely to accurately represent those 
approached. 


80. This total number of women who agreed to participate raises yet another deficiency— 
the small sample size. The final sample of 516 participants in the study amounts to a miniscule 0.32% 
of the total abortions performed at the 29 facilities over 3 years if the high end 162,000 figure for the 
population is used. At 50% (81,000), the percentage only jumps to 0.64%, and at 10% (16,200), the 
percentage is just 3.18%. The Turnaway Study researchers thus attempted to make generalized claims 
about women seeking abortion when the study itself likely did not even consider over 95% of women 
receiving abortions at the facilities included in the study. Given the extremely small percentage of 
women from the population represented in the sample, sound generalizations from this study are 
impossible. 


81. Indeed, there are many reasons why women may have chosen not to participate in the 
study. For example, they may have been very upset, or they may have been concerned about privacy 
issues, since a longitudinal design requires repeated contact with participants. There are other ways the 
non-participants may have been systematically different from the participants, creating a biased 
sample. For example, they may have been busier with children, working more, experiencing more 
instability or unrelated trauma in their lives, or they may have been less interested in giving up personal 
time. 


82. The overall sample ultimately used in the study was also small compared to the total 
population. Biggs and colleagues (2016) explained that only 210 women in the Turnaway Group 
(21.9% of women who were screened-in and 26.3% of women who were approached), 413 in the Near 
Limits Group (18.05% of women who were screened-in and 31.1% of women who were approached), 
and 254 in the 1st Trimester Group (6.1% of women who were screened-in and 25.9% of women who 
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were approached) completed the baseline measures. Overall, only 877/3045 or 28.8% of eligible 
women approached completed the baseline measures. 


83. Moreover, the total percentage of women who finished the 5-year study from among 
those approached was 516/3045, a mere 16.9%. If the women deemed ineligible after a phone call 
following consent to participate are eliminated from the denominator (65 women), the figure is 17.3% 
(516/2980). The study results are, therefore, based on a very small fraction of women eligible for 
inclusion. 


84. The bottom line is that the results are in no way generalizable to women beyond the 
study and have virtually no broader utility. Experts in various academic fields have identified low 
response rates leading to non-response bias as a potentially fatal flaw (Amico, 2009; Draugalis et al., 
2008; Fowler, 1995). Non-response bias refers to the estimation of population characteristics based on 
a sample of survey data wherein certain types of respondents are underrepresented. More specifically, 
this bias exists when respondents to a survey are different from those who do not respond relative to 
demographic, situational, behavioral, personality, psychological, and/or social factors. As a result, the 
sample is not representative of the target population and the conclusions drawn are likely invalid. Non- 
response bias may occur based on two conditions: 


a. When a significant percentage of eligible potential participants do not consent 
to participate at the outset of a study. 


b. When a significant percentage of participants drop out from a study (termed 
“attrition”’). 


85. To avoid bias and be acceptable, Draugalis et al. (2008), citing several experts, notes 
that response rates need to be between 50% and 75%. He concludes by stating that, to be credible, 
survey research must meet acceptable levels of scientific rigor relevant to response rate transparency 
and the representativeness or generalizability of the study’s results. Fowler (1995) commented that one 
occasionally sees reports of mail surveys with a 5% to 20% response rate, noting that in such instances, 
the final sample has little relationship to the population of interest. Those responding are self-selected 
and unlikely to yield any credible information about the characteristics of the broader group from 
which they originated. Finally, Amico (2009) noted that loss of potential participants, or of those who 
initially consent to participate and subsequently leave the study, of greater than 30% or 40% is 
indicative of a ‘‘fatal’’ design flaw, in effect negating results. 


86. When this non-response bias is operative, differences between those who are willing 
to be in the study and those who are not are likely to be highly pronounced, resulting in samples that 
do not adequately mirror the populations from which they were drawn. For example, women whose 
voices are not included are likely those who had the most negative post-abortion psychological 
complications because they are less likely to want to discuss a difficult experience and revisit the 
trauma (Söderberg, et al., 1998). 


87. Applying these principles, even if we consider only the percentage of participants who 
consented and completed the Turnaway Study, 17.3%, we must conclude that the results have minimal 
scientific value and are not generalizable to all women who have obtained abortions. 


88. Another serious problem with the Turnaway Study is that the group of women who 
secured abortions near gestational limits included women for whom the legal cut-off ranged from 10 
to 27 weeks, ignoring the fact that women’s reasons for choosing abortion and their emotional 
responses to the procedure differ greatly at varying points of pregnancy. Women aborting at such 
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widely disparate gestational ages should, therefore, not be combined, particularly when the data would 
have permitted useful segregation by gestational ages. 


89. Finally, many of the study’s primary outcome measures are simplistic, with two 
variables (anxiety and depression) containing only six items and two additional variables assessed with 
a single item (self-esteem and life satisfaction). This is inexcusable given the many psychometrically 
sound multiple-item surveys available in the professional literature. Consensus among researchers is 
that multiple-item measures typically offer far more reliable and valid assessments of multi-faceted 
psychological constructs because they capture all components of the constructs in a nuanced and 
thorough manner (Fisher et al., 2016). Complex human cognitions and emotions should never be 
measured in superficial ways, particularly when more sophisticated, thoroughly developed and 
extensive measures are available for the variables of interest. For the extremely common variables in 
the Turnaway Study, dozens of well-designed measures could have been accessed. For example, back 
in 2012, authors Therrien and Hunsley (2012) identified 91 different scales to measure anxiety in the 
published literature. Dozens of the anxiety scales they described are far superior in terms of basic 
coverage of the construct and in terms of scientifically derived indicators of reliability and validity 
compared to the limited measures used in the Turnaway Study. 


90.  Irecently published a critique addressing the shortcomings of the Turnaway Study 
and reviews of the study conducted by professional organizations in Frontiers in Psychology on 
June 17, 2022. This is the top-ranking journal in all of Psychology according to Google 
(https://scholar.google.com/citations?view_op=top_venues&hl=en&vq=med_psycholog). 


91. The article was published just over 3 months ago and there have been 7,705 views. 
This number exceeds 86% of all Frontiers articles from their 140 journals. Below is an excerpt 
from the article abstract: 


Despite serious departures from accepted scientific practices, journals in 
psychology and medicine have published dozens of articles generated from 
the study’s data. The high volume of one-sided publications has stifled 
dialogue on potential adverse psychological consequences of this common 
procedure. Following a critical analysis of the Turnaway Study, an 
overview of the strongest studies on abortion and mental health is offered. 
This comprehensive literature comprised of numerous large-scale studies 
from across the globe has been largely overlooked by scientists and the 
public, while the Turnaway Study dominates the media, information 
provided to women, and legal challenges involving abortion restrictions. In 
the final section of this article, literature reviews by professional 
organizations are considered, demonstrating that the biased science 
characterizing the Turnaway Study is aligned with a pervasive and systemic 
phenomenon wherein deriving reliable and valid results via careful attention 
to methodology and scrutiny by the scientific community have been 
supplanted by politics. 
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B. Opinion 2: Established associations among poverty, abortion, and mental health 
support the 6-week ban. Women living in poverty are more inclined to be pressured 
into abortion, make decisions that are not consistent with their values and true 
desires, and are more likely to be pro-life than economically advantaged women. 
Further, available data has identified poor women as a high-risk group for post- 
abortion negative psychological trajectories indicating childbirth is likely to be a 
healthier option for many. Finally, the highly developed interdisciplinary study of 
poverty offers significant insights regarding individuals who live with low incomes. 
The data specifically indicates high levels of resilience, resourcefulness, problem- 
solving skills, and social networks marked by reciprocity, which enhances adjustment 
to difficult life situations, including securing the necessary means for an early 
abortion or becoming a parent with compromised financial resources. 


92. In Dr. Rice’s Affidavit (para 35), she claims: “For people struggling to make ends 
meet, any additional costs and logistical burdens can push abortion out of reach. Travel of even 
short distances can present significant obstacles, as people must find or save money for the cost of 
transportation and other travel-related expenses and potentially take time off from work. The 
burdens of traveling for abortion are magnified for those who are economically disadvantaged, as 
75% of Americans who have abortions are low wage workers, and people with minimum wage 
jobs are less likely to receive paid time off.” 


93. This assessment of women living in poverty does not take into consideration data 
that specifically indicates high levels of resilience, resourcefulness, and social networking among 
low-income individuals. More specifically, the well-developed life skills of many women who live 
within very modest means enhance coping with challenging life situations, including obtaining an 
early abortion and becoming a parent with compromised financial resources. The Plaintiffs also 
neglect to factor several empirically validated realities into their claims regarding the 6-week ban 
being detrimental to the well-being of women in poverty. Specifically, poor women are at risk for 
being pressured into abortion and for making decisions that are not consistent with their values 
and true desires. Further, they are more likely to be pro-life than economically advantaged women, 
and they are a high-risk group for post-abortion negative psychological trajectories, indicating 
childbirth is likely to be a healthier option for many women in this demographic. 


94. In general, poverty has long been identified as a predictor of poor mental health and 
substance abuse, including heavy alcohol use and depression (Patel, 2017; Lund et al., 2011; 
Whiteford et al., 2013). Poverty is also associated with risk of more compromised mental health 
outcomes following abortion compared to birth (Coleman et al., 2009). As explained below with 
support from the professional literature, women living in poverty are overrepresented among 
abortion-seeking women, are more likely to be pressured by others and life circumstances to abort, 
and they are more inclined to report being personally “pro-life.” When each of these factors are 
considered, it becomes clear that women living in poverty are a psychologically vulnerable 
segment of the population of women who consult for an abortion. 


95. Low-income women have higher rates of unintended pregnancy and abortion 
compared to their higher income counterparts (Jerman et al., 2014). Poor women comprise half of 
all U.S. women undergoing abortions and a full 76% of abortions occur among women at or below 
200% of the Federal poverty level (Jones & Jerman, 2017). Women living in poverty are also 
likely to have more than one of the characteristics associated with experiencing multiple 
abortions; common risk factors for undergoing more than one abortion are young age, low 
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socioeconomic status, being single, and histories of physical or sexual abuse (Fisher, et al., 2005; 
McCall, et al. 2015; Niinimäki, et al., 2009). Repeat abortions are associated with higher rates 
of negative psychological reactions compared to single abortions (Reardon, 2018). Available 
research has not adequately described the many possible mechanisms linking a history of repeat 
abortion with greater risk for mental health problems; however, if an initial abortion is 
experienced as a traumatic event, then women may become pregnant again as an act of self- 
punishing behavior. Available data has revealed that self-harming behaviors in survivors of other 
forms of trauma often involve re-enactments (Trippany, Helm, & Simpson, 2006). 


96. Despite the high rates of abortion among low-income women, there is empirical 
evidence revealing that they are more likely to express prolife views compared to others with 
higher incomes. Relatively recent Gallop poll data presented in a document titled “‘Pro-Choice’ 
or ‘Pro-Life,’ 2018-2020 Demographic Tables’” https://news.gallup.com/poll/244709/pro-choice- 
pro-life-2018-demographic-tables.aspx, reveals the percentage of Americans in 2020 with annual 
incomes below $40,000 who self-identified as “pro-life” was 49% compared to “41%” who 
identified as “pro-choice.” In 2019, among Americans with incomes below $40,000, those who 
self-identified as “pro-life” comprised 59% of the sample compared to only 34% who voiced “pro- 
choice” beliefs. Finally, in 2018, the percentage of Americans with incomes below $30,000, who 
self-identified as “pro-life” was likewise 59% compared to 36% who held “pro-choice” personal 
positions. 


97. In addition, poor women are the natural recipients of more pressure and coercion 
to abort, as they are likely to believe they cannot afford to raise a child, and other people are 
inclined to view them as financially unable to provide adequate care for a child. In a national 
sample of 1,209 patients at abortion clinics around the country, when asked why they chose 
abortion, the majority (73%) pointed to the high cost of motherhood, saying that they could not 
afford to have a baby (Finer, et al., 2005). Other studies have confirmed the influential role of 
financial instability in a woman’s decision to abort a pregnancy (Biggs, Gould, & Foster 2013; 
Faria, Barrett and Goodman 1985; Torres and Forrest 1988). 


98. My own research has confirmed the pressure to abort that low-income women 
experience. In a qualitative study that colleagues and I published (Coleman et al., 2017) with 
nearly 1,000 participants, our results revealed a significant number of American women (73%) 
who had abortions felt subtle to substantial, unwanted pressure to abort. Approximately 70% 
were age 21 or under when they had their first abortion, indirectly suggesting a majority were 
low income and the pregnancies were unintended. More than half of the women reported that 
the perceived pressure was great enough to influence their decision to abort, with 58.3% 
reporting that they decided to abort to make others happy. Many women (67.5%) said that the 
decision to terminate their pregnancies was one of the hardest decisions of their lives. In a 
quantitative analysis using the same sample of close to 1000 women from across the U.S. 
(Coleman, 2018), the results revealed that situational pressure predicted anxiety, depression, 
substance abuse, and PTSD after controlling for prior psychological history and demographic 
variables. Women scoring high on the measure of situational pressure generally reported lives 
immersed in trying to care for themselves, often with difficulty, and daily life struggles wherein 
seeing a way to bring a child into their lives seemed next to impossible. Had these women been 
offered tangible resources and support to continue their pregnancies, a significant number of 
adverse mental health consequences may have been avoided. 
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99. | Most communities in the U.S. now have well-developed systems to provide 
women with assistance to choose birth, and oftentimes the programs focus far beyond provision 
for the mother during pregnancy and birth to help secure living accommodations, vocational 
training, and educational opportunities. For example, Healthy Start has been assisting women, 
children, and families since 1991, with programs in place in 37 states. Healthy Start offers the 
following services: 


a. Healthcare, including prenatal, postpartum, well-baby, adolescent care, 
reproductive life planning, and women’s health. 


b. Enabling services, including case management, outreach, home visiting, 
adolescent pregnancy prevention, childbirth education, parenting skill-building, 
self-esteem building, transportation, translation, childcare, breastfeeding and 
nutrition education, father support, housing assistance, job training, and 
prison/jail-based services. 


c. Public health services, including immunization and health education (e.g., 
smoking cessation). 


100. There is also research indicating the presence of comprehensive social programs 
designed to offset the financial obstacles of carrying to term are correlated with lower rates of 
abortion (Hussey 2011). Gauthier (2007) noted there are three main determinants of childbearing 
decisions: income, the costs of children, and the desirability of childbearing. As noted by Hussey 
(2011), assistance programs have implications for all three by providing or subsidizing goods 
and services and by sending symbolic messages about the value placed on children. She further 
pointed out that pregnant women’s demand for abortion is a function of the relative costs and 
benefits (material, opportunities, and psychological) associated with each reproductive choice. 


101. Despite the financial obstacles low-income women face, the highly developed 
interdisciplinary study of poverty offers significant insights regarding individuals who live with 
low incomes and pertains to the cultural context of poverty. The studies examined below indicate 
high levels of resilience, resourcefulness, problem-solving skills, and social networks marked by 
reciprocity associated with living in poverty not recognized by the Plaintiffs. They never describe 
the remarkable personal and community strengths evidenced in this population. An accurate 
depiction is that women living in poverty and seeking to secure pregnancy terminations are likely 
able to do so with few negative reverberations. The added resources necessary to travel further for 
an abortion provider and other hindrances are highly unlikely to be prohibitive given the 
experiences of low-income individuals in dealing with unexpected challenges. 


102. While low-income families face many struggles to meet basic needs, there is also 
evidence demonstrating high resiliency and capability. The cohesion of low-income families is 
one potential source of strength. Research by McCubbin and McCubbin (1996) revealed poor 
families often demonstrate high levels of warmth, affection, and emotional support for one another. 
Resilient low-income families sustain family rules that are applied to their children and promote 
family celebrations, spiritual connections, and traditions (Orthner et al., 2004). This 
socioemotional sense of togetherness is a major contributor to the resilience of families facing 
economic stress (Chadiha, 1992). 


103. Connections to social support are additional sources of strength for low-income 
families, and community ties are an effective strategy for low-income families to get the help they 
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need to accomplish their objectives (Orthner et al., 2004). McLoyd (1990) found that social support 
connections help buffer the impact of economic distress on the psychological well-being of single 
mothers. This sense of safety and being connected is more common among low-income families 
than feeling unsafe and disconnected, and this fosters resilience in children and overall family 
functioning (Bowen, Richman, & Bowen, 2000). 


104. In a study by Orthner and colleagues (2004), the authors reported, “In terms of 
problem-solving strengths, the majority of all low-income families indicated that they could solve 
problems when they arise. There are very few differences on this dimension, with the exception 
that single-parent nonworking families report slightly less confidence than other families in their 
ability to overcome problems (73% compared with 78%-83% in the other categories) and work 
together as a family when problems arise (73% compared with 81%-89% in the other categories).” 
(p. 164). The authors further commented that low-income respondents reported that they function 
with surprising strength. They concluded, “The resilience of the families in our study came most 
notably from a sense of personal confidence in their problem-solving skills and abilities. 
Irrespective of their parental and work status, they exhibited confidence in their ability to pull 
together and depended on each other when problems arose.” (p. 165). The results of the study by 
Orthner et al. (2004) are consistent with the findings of other published articles. For example, Edin 
and Lein (1997) interviewed 379 low-income single mothers and they uncovered families living 
in extreme poverty and deprivation but also high levels of resilience and creativity in building 
strategies for overcoming poor life conditions. Furstenberg, Cook, Eccles, Elder, and Sameroff 
(1999) observed that even with low incomes and the struggles of getting and keeping public 
assistance, a high proportion of poor families avoided violence and crime, kept children in school, 
lived in their own homes, and engaged their children in developmentally appropriate activities. 
Edin and Lein (1997) and Seccombe (1999) similarly found low-income families were experienced 
in developing strategies for survival and meeting their needs under difficult circumstances. 


105. Shafir (2017) explained that living in a context of scarcity, where income instability 
requires a constant juggling of pressing tasks, affects people’s attentional resources and decisions. 
To be effective in managing scarce resources, great care is necessary, and families do not have the 
luxury of making mistakes. Studies have revealed that the persistent vigilance required for 
effective management leads to cognitive skills related to attention and memory (Shafir, 2017). In 
an extensive review by Ellis and colleagues (2017), the researchers found that life stress directs or 
regulates cognitive development toward prioritizing skills and abilities that are adaptive in difficult 
contexts. Frankenhuis and Nettle, (2020) described “hidden talents” that are often developed in the 
context of poverty. These talents entail abilities for solving recurrent environmental challenges. 


106. Payne (2013) observed that the culture of poverty centers on flexibility and 
collectivism with less emphasis on structure and individualism that characterize more 
economically advantaged families. Families in poverty display these patterns through temporary 
spouse-like living situations, female-headed households, and a tendency to share rather than save 
extra assets. The logic behind this behavior is the importance of relationships to survival in 
poverty. Edin and Kefalas (2005) described a mindset in which marriage is desired but avoided 
because it involves a loss of control and inability to quickly leave. Desmond (2012) argued that 
reciprocal resource exchange does not happen only among kin, but instead occurs through 
temporary intimacy ties among people in poverty (Desmond, 2012). He noted that the culture of 
poverty is “characterized by high levels of emotional intensity and reciprocity of goods and 
services” (p. 1328). 


Page 28 of 65 


107. In addition to the sources of assistance low-income women are likely to be able to 
identify among family, friends, and acquaintances, there are likely to be sources of emergency 
funds in the community. 


108. In her Affidavit, Dr. Rice states in paragraph 9, “Georgians—especially 
marginalized communities such as Black Georgians and other people of color, people who live in 
poverty, and people who live in rural areas—face significant challenges in accessing quality 
reproductive healthcare. These include a shortage of active physicians, geographic disparities in 
access to healthcare, inequities due to racial discrimination and systemic biases, and inadequate 
policies to prevent unintended pregnancy and support pregnant and postpartum people. Due to 
these and other factors, Georgians face a high maternal and infant morbidity and mortality rate that 
disproportionately impacts Black people.” Dr. Rice again fails to describe the abortion-related 
psychological struggles that economically disadvantaged women, including Black women, face 
with abortion. 


109. In 2005, I published a study of 1,020 women who gave birth in Washington DC 
area hospitals. The majority of those sampled (73.5%) had annual household incomes at or below 
$30,000, 12 years of formal education or less (77.1%), were Black (79.3%), and were not married 
(67.9%). A history of abortion was associated with elevated risk for maternal substance use of 
various forms (after statistically controlling for prior births, other forms of loss, age, education, 
number of people in the home, and the timing of the initial prenatal visit). More specifically, a 
history of one prior abortion, when compared with no history, was associated with a higher 
likelihood of using substances in 7 out of the 8 categories examined (odds ratios ranged from 2.0 
to 5.06.). Other forms of perinatal loss (miscarriage and stillbirth) were not related to substance 
use. After utilizing the same control variables, unwanted pregnancy was associated with cigarette 
smoking during pregnancy, but not with any other forms of substance use. This generally non- 
significant finding is consistent with the interpretation of the available literature by Joyce et al. 
(2000), suggesting that associations between pregnancy wantedness and negative maternal 
behaviors, like substance use, may be minimal after controlling for a comprehensive set of socio- 
demographic variables. 


110. In a recent study by Shorter and colleagues (2021) of 300 participants who 
underwent medication abortions for early non-viable pregnancies, the authors concluded: “An 
elevated risk for major depression occurs in about one in four women 30 days after treatment for 
early pregnancy loss, and our findings support the hypothesis that Black women who are 
undergoing early pregnancy loss treatment are about twice as likely to experience risk for major 
depression compared with non-Black women, even after adjusting for risk for baseline depression 
and exposure to adverse childhood experiences.” (p. 160). 


C. Opinion 3: Available data indicates that in cases of significant fetal anomaly, mental 
health trajectories are less negative and more positive when women choose to carry 
to term rather than abort. 


111. Without relying on scientific data, the Plaintiffs put forth strongly stated 
perspectives on the supposed dominant views of women experiencing a pregnancy with a 
significant fetal anomaly and the assumed detriments to the psychological well-being of women 
in this situation who forego the procedure. In the Verified Complaint, the Plaintiffs state, “Some 
people decide to have an abortion because of a diagnosed fetal medical condition, concluding that 
they do not have the societal or personal resources—financial, medical, educational, or logistical— 
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to care for a child with physical or intellectual disabilities, or to do so and simultaneously provide 
for their existing children.” (para 42). However, this is a narrow perspective on the population of 
women who receive the harrowing news of a serious fetal anomaly. An abundance of research has 
revealed that under such circumstances, many women choose to carry to term, accessing 
community, personal, and familial resources. When serious fetal anomalies are present and are 
carried to the natural death of the fetus or the child dies soon after birth, mothers typically report 
psychological gains from the experience despite the profound grief. Moreover, these outcomes 
contrast with the very high rates of post-abortion mental illness among women who decide to 
terminate. In paragraph 72 of the Verified Complaint, the Plaintiffs note, “pregnant people who 
receive a fetal diagnosis that is not definitively fatal but would be severely life-limiting, or require 
intervention that may be invasive, painful, and/or unaffordable, will likely be forced to carry the 
pregnancy to term and give birth regardless of their wishes and circumstances.” As explained 
below, the Plaintiffs’ views do not incorporate a significant body of research. Available data 
indicates that in cases of significant fetal anomaly, mental health trajectories are less negative and 
more positive when women choose to carry to term rather than abort. 


112. Indeed, available research has demonstrated that women who consider abortion in 
the context of fetal anomaly are at risk for serious psychological consequences. A large percentage 
of women face this situation in the context of planned, highly desired pregnancies (Ramdaney et 
al., 2015). Further, examination of the data regarding women’s decision-making when a significant 
fetal anomaly is present reveals that women develop deep emotional bonds to their unborn children 
and express serious concerns regarding the likelihood of fetal suffering. Decision-making 
regarding whether to proceed with the pregnancy and prenatal palliative care or terminate in this 
context reveals an exceptional need for sensitivity to be extended by health care professionals. 


113. Available data described below regarding termination of pregnancy in cases of fetal 
anomaly reveals high rates of psychological distress, with a number of investigations indicating 
greater psychological distress associated with termination compared to carrying such pregnancies 
to a natural end. Benute and colleagues (2012) examined 249 women’s decision-making following 
diagnosis of a lethal fetal anomaly. The results showed that the decision to terminate was made by 
69.1% of the women interviewed. The authors concluded that, “A conscious decision achieved by 
reflection and review of beliefs and values is favourable to truly minimize suffering.” They also 
concluded that “[t]he lack of psychological counselling and conscious reflection can lead to 
instinctive choices triggered by a strong desire to be done with the problem. Subsequently this 
attitude can transform itself into feelings of guilt.” 


114. Worldwide, a substantial body of research conducted over the past several decades 
has shown women who terminate a pregnancy due to fetal anomaly are at risk for serious, 
prolonged mental-health problems (Burgoine, Van Kirk, Romm, et al. 2005; Davies, Gledhill, 
McFadyen, et al., 2005; Korenromp, Page-Christiaens, & Van den Bout, 2007; Mashiach, Anter, 
Melamed, Ben-Ezra, Meizner, & Hamama-Raz, 2013; Statham, Solomou, & Chitty, 2000). 
Korenromp et al. (2007) reported 44% of women sampled experienced high levels of posttraumatic 
stress and 28% exhibited symptoms of depression 4 months after termination. Similarly, Davies et 
al. (2005) found Post-Traumatic Stress Disorder rates of 67%, 50%, and 41% at 6 weeks, 6 months, 
and 12 months respectively, and emotional distress rates of 53%, 46%, and 43% corresponding to 
the 6 weeks, 6 months, and 12 months assessment periods. More recently, Turkish authors Topal 
and Terzioglu (2019), reported 61.7% of women undergoing a therapeutic abortion for fetal 
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anomaly or maternal health reasons between 10- and 20-weeks gestation experienced anxiety and 
85% suffered from depression. 


115. Women who terminate pregnancies due to fetal abnormalities often experience 
intense physical, emotional, and psychological pain. In a study by Lafarge et al. (2014), the authors 
noted, “for many women, pregnancy termination for fetal abnormality is akin to an emotional 
earthquake that shakes their core beliefs and requires reconstruction. Women describe intense 
physical and emotional pain, with some mentioning ‘wanting to die’. The psychological pain is 
usually the most difficult to overcome.” (p. 193). Kersting, Ohrmann, and Pedersen, (2009) 
demonstrated that the neural activation underlying the acute grief associated with abortion for fetal 
anomaly was similar to that evoked by physical pain. In a Turkish study, 62.5% of the women 
surveyed had Post-Traumatic Stress Disorder (PTSD) symptoms and 65% had depression 
symptoms following termination of pregnancy for fetal anomaly (Guclu, Arslan, Erkiran, & 
Gedikbasi, 2013). 


116. Many studies have identified variables associated with a heightened risk for 
psychological distress following pregnancy termination for fetal anomaly. Korenromp, Page- 
Christiaens, Van den Bout and colleagues (2007) identified the following risk factors: significant 
doubt in the decision period, inadequate partner support, low self-efficacy, younger age, high 
religiosity, and advanced gestational age. Guclu, Arslan, Erkiran, and Gedikbasi (2013) reported 
those with PTSD following termination for fetal anomaly were more likely to score high on novelty 
seeking, harm avoidance, and reward dependence temperament scales. Gonzalez-Ramos, 
Zuriguel-Pérez, Albacar-Riob6o, and Casadé-Marin (2021) recently published a review of 34 
studies related to psychological trajectories associated with abortion due to fetal anomaly. The 
authors concluded, “our review presents a synthesis of the evidence relating to the emotional 
responses of women after a voluntary termination of pregnancy. The emotions that predominate 
in the studies are emotional distress, anxiety, depression, and shock, followed by feelings of grief 
and pain, guilt and shame, and fear that the same thing may happen again.” (p. 8). 


117. Women are often advised to terminate pregnancies with a severe fetal anomaly, 
based on an assumption that continuing a pregnancy when the fetus is likely to suffer from ill 
health and/or not live long, leads to unnecessary suffering and expense. Termination is often 
pitched as the most humane option for women facing a life altering diagnosis of fetal anomaly 
(Guon, Wilfond, Farlow, Brazg, & Janvier, 2014). But studies addressing the psychological 
experiences of women who chose not to terminate, despite the bias in the medical community 
toward doing so, indicate that these women experience less suffering than women who terminate 
their pregnancies. There is evidence revealing that women who continue their pregnancies derive 
meaning from the experience, often reporting positive insights and emotions associated with the 
experience. 


118. For example, in a study by Horsch, Brooks, and Fletcher (2013) designed to 
examine the psychological effects of a fetal anomaly among women who chose not to terminate, 
35% of the 40 women sampled met full diagnostic criterial for Post-Traumatic Stress Disorder at 
the time of detection. Following childbirth, the authors reported that there was a marked decrease 
in women’s distress. And a study by Janvier, Farlow, and Wilfond (2012) centered on the 
experiences of parents who lived with a child suffering from Trisomy 13 or 18, chromosomal 
conditions associated with high rates of perinatal death and severe disabilities among survivors. 
The results clearly showed that the majority of parents felt their families were strengthened and 
enriched by the experience, irrespective of how long the children survived. 
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119. Furthermore, Lathrop and VandeVusse (201 1a; 2011b) published two studies based 
on a narrative analysis of 15 women, who continued their pregnancies affected by a lethal fetal 
anomaly. The results indicated that the women expressed love for their infants, and they deeply 
valued time spent interacting with and caring for them. Women also reported that the experience 
resulted in personal growth in the form of increased compassion, faith, and strength, with 
significant life lessons derived from choosing not to terminate. Finally, women’s experiences were 
directly enhanced by the affirmation of their motherhood received by the professionals caring for 
them. 


120. A large investigative effort by Guon, Wilfond, Farlow, Brazg, and Janvier (2014) 
was designed to document the experiences of women who chose to continue their pregnancies after 
a diagnosis of Trisomy 13 or Trisomy 18. The sample consisted of 332 parents attending support 
groups for parents of children afflicted with Trisomy 13 and Trisomy 18. The majority of the 
parents reported pressure to terminate (61%) and 94% were told that their babies would likely die 
before birth. Pressure and pessimism typically came from more than one provider, necessitating 
considerable strength on the part of the parents to avoid making a decision that would not have 
been their own. The insensitivity to and intolerance for parents’ desire to continue the pregnancy 
are well illustrated in these comments from the Guon et al. study, “I was told many times that 
abortion was definitely the best option for us and I had full support to have an abortion right up 
until my 26th week of pregnancy, but hardly any support for wanting to carry the pregnancy.” (p. 
312) “After we confirmed again we would not terminate, we got told the best thing that can happen 
now is if your baby dies and then you can get over this and try again.” (p. 312). 


121. As described by Guon and colleagues (2014), commonly voiced reasons for 
decisions to continue pregnancies involved moral beliefs (68%; e.g. “She was alive and kicking. 
Termination was not an option to me. It was the right thing to do, morally.”), child-centered reasons 
(64%; e.g., “We loved her as we love our other children. Our children have value. We do not love 
our children because of their accomplishments. We love our children because they are our 
children.”), religious beliefs (48%; “We believe that God entrusted us with his life and we weren’t 
the ones who had the right to take that away — only God can.”), and practical reasons (6%; “I was 
28 weeks and too far along to terminate”). Most parents (80%) expressed a desire to meet their 
infants at the time of the diagnosis. One parent articulated an understanding of how choosing birth 
would safeguard her mental health, “I believe that continuing my pregnancy was beneficial to my 
long term emotional health because it allowed a more natural grieving process (vs. termination).” 


D. Opinion 4: In cases of rape (including sex trafficking and incest), the choice to abort 
is often the result of coercion and this sensitive population is at great risk for 
experiencing a traumatic reaction to an abortion; whereas continuing a pregnancy is 
likely to result in contact with health care professionals and an opportunity to escape 
serious circumstances of maltreatment. Among women who choose to access the 
exception to the 6-week ban via a police report, an opportunity to prosecute 
perpetrators is opened and safety for victims of repeat offenses becomes far more 
probable than without the mandated police report to secure an abortion. 


122. The Plaintiffs take issue with the police report requirement for the rape and incest 
exclusion from the 6-week abortion ban. In paragraph 71 of the Verified Complaint, they state, 
“the Act contains an exception for a pregnancy that is at or below 20 weeks post-fertilization (i.e., 
22 weeks LMP) and that is the result of rape or incest, but only when ‘an official police report has 
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been filed alleging the offense of rape or incest.’ H.B. 481 § 4(b)(2) (codified at O.C.G.A. §16- 
12-141(b)(2)). In other words, if someone pregnant from rape/incest is unwilling or unable to file 
such a report—for instance, because she fears retaliatory violence by an abusive parent or 
partner—she must carry that pregnancy to term. In the United States, only a small fraction of rapes 
are reported to police. This is due to a number of factors, including trauma and fear of violent 
retaliation from the abuser.” In Dr. Cwiak’s Affidavit, she states (para 44), “In my experience 
caring for survivors of these crimes, many are never able to file a police report for many reasons, 
including that they fear violent retaliation by their rapist, that they were drugged at the time of the 
assault and do not remember the details, or that filing a report would deepen their trauma. Even if 
someone might eventually be in a position to file a police report documenting their rape without 
fear of retaliation or after processing their trauma, many are unable to do so within the timeframe 
that H.B. 481 requires to terminate a pregnancy resulting from those crimes. Indeed, statistics show 
that 75% of rape cases are never reported to the police.” 


123. Instead of describing the importance of encouraging rape and incest victims to go 
to authorities for the perpetrators to be prosecuted, justice served, and future threats diminished, 
the Plaintiffs are in essence advocating for protecting rapists. The challenged law holds promise 
for justice being served in these egregious situations. And considering the negative mental health 
outcomes victims of rape and incest are already experiencing, abortion (because it is itself 
associated with negative mental health outcomes) actually exacerbates, rather than helps, the 
problem. Put differently, abortion does not solve the problem of rape/incest. 


124. In this section of my report, I address the needs of victims of sexual crimes when 
facing a pregnancy that resulted from rape, whether the perpetrator is a stranger, an acquaintance, 
a family member, or the rape occurs in the context of sex trafficking. Pregnant victims have 
endured or are currently encountering sexual victimization and quietly rushing them in and out of 
an abortion facility is not in the best interest of those in dire need of assistance extending well 
beyond the process of abortion decision-making and undergoing the procedure. When women are 
in sexually exploitative situations, they are likely to be coerced into abortion by the perpetrator to 
hide the crime. All women have the right to make pregnancy outcome decisions autonomously and 
for many women who become pregnant through rape, the choice to carry to term is the healthier 
choice from a mental health perspective. Available evidence does not align with the Plaintiffs’ 
views that in the context of rape, women are best served undergoing an abortion and doing so 
without reporting the crime beforehand. 


1. Sex trafficking and Sexual Abuse 


125. Due to the nature of crimes against sexually exploited adolescents and women, 
victims often present for abortions against their will and in desperate need of intervention to end 
the victimization. Minor sex trafficking and sexual abuse affect significant numbers of youth in 
the U.S. with devastating consequences. Most adolescent female sex trafficking victims in the U.S 
are recruited between the ages of 12 and 14 (Busch-Armendariz, Nsonwu, & Heffron,2011; 
Kramer & Berg, 200; Silbert & Pines, 1982; U.S. Department of Justice [DOJ], 2007). Further, the 
most widely cited statistics regarding prevalence suggest that 300,000—400,000 children are at risk 
or become victims of sex trafficking in the U.S. each year (Estes & Weiner University of 
Pennsylvania, 2001; Willis & Levy, 2002). However, many authors believe more accurate 
numbers are in the millions and that the often-cited figures are likely seriously underestimated due 
to data/study limitations (Lutnik, 2016; Stransky & Finkelhor, 2008). 
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126. Sexual abuse of children is a social ill of epidemic proportions, affecting children 
of all ages, socioeconomic, and cultural backgrounds (Modelli et al., 2012). The World Health 
Organization (WHO) has defined childhood sexual abuse as the “involvement of a child in sexual 
activity that he or she does not fully comprehend and is unable to give informed consent to” (WHO, 
1999, p. 15). Sexual abuse has also been defined in the professional literature as “any sexual 
conduct or contact of an adult or significantly older child with or upon a child for the purposes of 
the sexual gratification of the perpetrator.” (Hornor, 2010, p, 359). 


127. In a recent meta-analysis of global childhood sexual abuse rates incorporating data 
from nearly 10 million people, Stoltenborgh, van IJzendoorn, Euser, and Bakermans-Kranenburg 
(2011) identified a prevalence of 18% for females in the study. In an extensive review of published 
studies, Townsend and Rheingold (2013) reported the prevalence of child sexual abuse for girls 
under age 18 in the U.S. is between 10.7% and 17.4%. More than half of sexually abused children 
do not disclose their abuse until they are adults (Smith et al., 2000). 


128. Child sexual abuse is associated with a wide range of mental and physical health 
adversities (Beitchman et al., 1992; Hornor, 2010; Rind, Tromovitch, & Bauserman, 1998). The 
majority of children who endure sexual abuse will have their health moderately to severely 
impacted at some point in their lives (Hornor, 2010). Experiencing sexual abuse is associated with 
powerlessness in the child or perceptions of having little control over what happens in one’s life 
(Dube et al., 2005). Studies have also revealed that victims of child sexual abuse have a higher 
likelihood of experiencing multiple forms of victimization when compared to non-victims 
(Roberts, O’Connor, Dunn, & Golding, 2004; Widom, Czaja, & Dutton, 2008). 


129. Numerous psychiatric disorders in childhood, often continuing into adulthood, have 
been found to be empirically related to sexual abuse. Martin, Bergen, and Richardson (2004) 
reported that the incidence of psychiatric diagnoses occurring over a lifetime is 56% for women 
who have disclosed a history of child sexual abuse. Increased risks for depression, suicidal ideation 
and behaviors, substance abuse, and PTSD have been consistently associated with sexual abuse 
exposure (Hornor, 2010). Borderline Personality Disorder, Dissociative Identity Disorder, and 
eating disorders are more common with child sexual abuse (Putman, 2003), as are pain disorders 
(Sapp, 2005). Compared to male victims, females are at high levels of risk for exhibiting 
internalizing behaviors, such as depression and disordered eating (anorexia, bulimia, or obesity 
(Hornor, 2010). A history of sexual abuse also places a child at increased risk for sexual re- 
victimization in adolescence and adulthood, especially among females. Fillipas and Ullman (2006) 
found adult sexual abuse to be almost four times more likely for individuals who suffered sexual 
abuse as a child. 


130. Child sexual abuse committed by family members is a widespread social and health 
problem. Approximately one-third of child sexual abuse is perpetrated by family members and 
about 90% of children who are victims of abuse know their abuser (Finkelhor, 2012; Gibbens, 
Soothill, & Way, 1978; Rice & Harris, 2002; Richards, 2011; Seto, Lalumiére, & Kuban, 1999; 
Whealin, 2007). On average, victims of intra-familial offenses experience greater negative 
consequences compared to victims of child sexual abuse committed by nonrelatives (Stroebel et 
al., 2012). 


131. The National Juvenile Prostitution Study surveyed nearly 2,600 law enforcement 
agencies about cases of juveniles involved in prostitution in 2005. Researchers noted that among 
the randomly sampled agencies reporting at least one arrest or detention in cases of a juvenile 
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involved in prostitution, 12% were exploited by a family member, caretaker, or acquaintance 
(Mitchell et al. 2010). Of 314 cases of child trafficking reported to the National Human Trafficking 
Resource Center’s hotline from 2007 to 2012, 15.6% involved trafficking allegations by a parent 
or legal guardian (Polaris Project 2013). In a survey of professionals who worked with at-risk 
youth and crime victims/offenders, the largest category of victim-trafficker relationships for the 
three most recent cases they had worked was family member: ranging from 50.0% in small urban 
communities to 82.4% of professionals in all types of communities (Cole & Sprang 2015). Familial 
sex trafficking of minors sometimes involves intergenerational transmission of prostitution 
(Raphael et al. 2010) or family members selling sexual access to children to obtain money, drugs, 
or something else of value (Smith et al. 2009). In a sample of adults involved in commercial sex, 
35% of the individuals who were first involved in commercial sex before the age of 18 (n=115) 
had family members engaged in sex work (Fedina et al. 2016). 


132. Sprang and Cole (2018) used a child welfare-involved sample of children referred 
for behavioral health assessment and treatment, with high rates of family members trafficking 
children for illicit drugs identified. Severe abuse, trauma symptoms, and negative child behaviors 
were prominent in the sample. One particularly alarming finding was an over 50% prevalence of 
reported suicide attempts in the sample. 


133. In a comprehensive analysis of available studies by Lemaigrea and colleagues 
(2017), the authors concluded that children and adolescents face many barriers to disclosing sexual 
abuse. Specifically, the data indicated that the optimal condition for a disclosure is to have an 
individual directly ask the child about their experiences, with the individual providing active 
listening and support, minimizing the child’s feelings of guilt and shame, and reducing fear of 
negative consequences. As described below, abortion providers often not only do not ask such 
direct questions or lack mechanisms for intervention, but also actively look the other way, 
processing minors—who are very likely to be victims of abuse—through the procedure and out 
the door. Thus, the reporting requirement of the Georgia law helps mitigate this issue by 
encouraging abortion providers to recognize and report abuse. 


134. Studies indicate as many as 50% to 66% of pregnant adolescents have a history of 
childhood sexual or physical abuse (AGI, 1994; Boyer & Fine,1992; Haffner, 1993; Klein, 2005). 
For example, Boyer and Fine (1992) reported that two-thirds of a sample of 535 young women 
from the state of Washington who became pregnant as adolescents had been sexually abused. 
Compared with adolescent women who became pregnant, but had not been previously abused, 
sexually victimized teenagers began intercourse a year earlier, were more likely to have used drugs 
and alcohol, and were less likely to use contraception. The abused adolescents were also more 
likely to have exchanged sex for money, drugs, or for a place to stay. Fergusson, Horwood, and 
Lynskey (1997), in a prospective study of young women, reported that increasing severity of 
experience of childhood sexual abuse was associated with increased risks of early onset of sexual 
intercourse, teenage pregnancy, a greater number of sexual partners, and having unprotected 
intercourse. 


135. Ina comprehensive meta-analytic review of 21 studies addressing the association 
between childhood sexual abuse and adolescent pregnancy, Noll and colleagues (2009) reported 
more than twice the odds of experiencing an adolescent pregnancy when prior sexual abuse had 
occurred. A supplemental analysis suggested that 4.5 out of 10 pregnant adolescents may have a 
prior history of childhood sexual abuse. 
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136. A study published a few years ago in the Journal of Adolescent Health (Fortin- 
Langelier, et al., 2019) was the first matched cohort study assessing the risk of pregnancy and 
related complications in an adolescent population with corroborated sexual abuse reports. Results 
demonstrated that participants with a history of childhood sexual abuse were at heightened risk of 
consulting for at least one pregnancy and at least one pregnancy complication compared to 
adolescents from the general population. 


137. Several studies have revealed that childhood sexual abuse is related to an increased 
risk of undergoing an abortion in adolescence and early adulthood. For example, Wingood and 
DiClemente (1997), using a sample of African American women, reported that women who had 
been sexually abused in childhood were 1.5 times more likely to have had an abortion. Bourassa 
and Berube (2007) reported that women who chose to have an abortion were more likely to have 
been exposed to childhood sexual abuse compared to women continuing with pregnancy. Russo 
and Denious (1998, 2001), using data from a large cross-sectional study of women, provided data 
indicating that women who had undergone an abortion were more likely to have been exposed to 
childhood sexual abuse compared to women who had not had an abortion. Fisher et al. (2005) 
found that women who presented for repeat abortions were more likely to have been exposed to 
childhood sexual abuse than women who presented for a first abortion. Finally, in a study by Bleil 
and colleagues (2011), results showed that a higher number of sexual abuse-related events 
significantly increased risk for undergoing two or more abortions. 


138. Females in relationships with significantly older males are more likely to have 
intercourse at a younger age, are less likely to use contraception, and experience increased rates of 
pregnancies and sexually transmitted diseases (Child Trends, 2012; Miller, Clark, & Moore, 1997). 
Furthermore, a longitudinal study (Young & d’Arcy, 2005) demonstrated that having an older 
sexual partner increased adolescents’ risk for problematic outcomes such as early pregnancy and 
STDs, even after accounting for a range of associated psychosocial risk factors (problem drinking, 
drug use, difficulty in school, and delinquency). Adolescent girls who have an older sexual partner 
are also more likely to have a higher rate of previous suicide attempts and drug and alcohol use 
(Leitenberg & Saltzman, 2000; Lindberg, Sonenstein, Ku, & Martinez, 1997). Sexual relationships 
between adults and minors are often coercive or exploitative, with detrimental consequences for 
the health of both the teenager and her children (Darroch, Landry, & Oslak, 1999; Teare & English, 
2002). 


139. In Lederer and Wetzel’s (2014) study, pregnancy and abortion were reported as 
commonly experienced by surveyed survivors of trafficking. Healthcare providers specializing in 
these procedures therefore have significant opportunities for identification and intervention. The 
reporting requirement in the Georgia law encourages that identification and intervention. Lederer 
and Wetzel underscored the fact that abortion clinic personnel should be especially vigilant in 
efforts to recognize trafficking victims. They specifically noted that histories of multiple abortions 
and evidence of coercion (such as the presence of a significantly older or “controlling” boyfriend) 
should prompt inquiries about patients’ situations. Unfortunately, available evidence described in 
their report and below suggests that not only do abortion providers fail to routinely screen for 
trafficking and other forms of sexual abuse and exploitation, instead they often actively ignore 
signs that women are in harmful situations. In the report by Lederer and Wetzel, the authors noted 
that the survivors had “significant contact with clinical treatment facilities, most commonly 
Planned Parenthood.” When asked why they went to Planned Parenthood, one survivor said: 
“because they didn’t ask any questions.” 
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140. Wendy J. Barnes, an outspoken human trafficking survivor and survivor advocate, 
co-authored an edited book titled: “Human Trafficking is a Public Health Issue” (Chisolm-Straker 
& Stoklosa, 2017). She was trafficked for over 13 years, starting at the age of 17. In the chapter 
“Sex Trafficked and Missed,” she describes repeated experiences at abortion clinics wherein the 
doctors and nurses provided minimal attention, devoid of any interest or assistance: “In my late 
teens, I had two abortions at a private clinic. Nobody—neither the nurses nor the doctors—ever 
asked me if I really wanted the abortion. Nobody asked me if it was a trick baby. I had three or 
four more abortions at nonprofit community clinics. All of them were the same as any other doctor 
visit. The nurse prepared me, and the doctor came in, ‘fixed’ the problem, and left.” (p. 20). 


141. Several court cases, a few of which will be described herein, have been in the news 
over the last several years involving abortion providers blatantly ignoring clear indications that 
minors are in abusive situations. The story of Ohio resident, Denise Fairbanks was described in 
the Toledo Blade on May 11, 2007. She was sexually abused by her father beginning at age 13 and 
forced to sleep with him every night. Pregnant at age 16, he took her to Planned Parenthood and 
forced her to have an abortion. Seeing an opportunity to escape the horrific abuse, Denise told the 
staff and instead of helping her out of the egregious situation, they ignored her, violating Ohio’s 
mandatory reporting law. According to the lawsuit she filed against Planned Parenthood and 
several of its staff three years later (Fairbanks v. Planned Parenthood Southwest Ohio Region, 
Court of Common Pleas, Civil Division, Hamilton County, Ohio, Case No. A0901484), Denise 
was sent back to the same abusive situation, where she remained for another year-and-a-half. 
Subsequently Denise’s basketball coach found out about the abuse and filed a report with 
authorities, leading to her father’s prosecution. 


142. In another highly publicized case in Colorado, described in the Washington Times 
and other news outlets, Timothy David Smith had sexually abused his stepdaughter for seven 
years. When she was 13 years old, she became pregnant and was brought to Planned Parenthood 
to undergo an abortion. Afterwards she was sent back home with Smith, and he continued to rape 
and abuse her. The victim told her mother months later while Smith was not home. According to 
the 2014 lawsuit that the mother brought against Planned Parenthood (Cary Smith (Sisk) v. Planned 
Parenthood of the Rocky Mountains, et al., Denver District Court, Case No. 2014 CV 21778), the 
facility performed the abortion without notifying the child’s parents and without reporting the 
suspected abuse, as required by Colorado law. According to the case documents, not a single staffer 
of the four with whom the child interacted asked her about the circumstances of the pregnancy. 
One employee admitted in a deposition that “being 13 and pregnant alone is not a red flag” to them 
of possible abuse. 


143. In a third case, Joseph Coles sexually abused the daughter of his girlfriend for 
several years in Ohio, beginning when she was only 10 years old. She had two pregnancies aborted 
(the first occurred at age 12), with one occurring at Planned Parenthood. The family moved to 
Iowa, and the girl told her mother of the abuse and the abortions. Neither Planned Parenthood nor 
the other abortion facility reported the statutory rape to law enforcement. A criminal investigation 
was conducted once the girl told her mother (State of Ohio v. Joseph Coles, Cuyahoga County 
Court of Common Pleas, Case No. CR-478823). 


144. Finally, in a fourth highly publicized case, for which I served as an expert witness, 
a 13-year-old girl was impregnated by her 21-year-old soccer coach, John Haller (Roe v. Planned 
Parenthood Southeast Region of Ohio, Court of Common Pleas, Civil Division, Hamilton County, 
Ohio, Case No. A0502691). To conceal the statutory rape, Mr. Haller arranged for an abortion by 
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impersonating her father during a telephone call with the abortion clinic and then pretended to be 
her brother while at the clinic. The coach resumed having sex with Roe after the abortion. As a 
result of a subsequent report made by a teacher, the coach was later found guilty of 7 counts of 
sexual battery. The girl and her parents sued Planned Parenthood for failure to comply with the 
Ohio sexual abuse reporting statute. 


145. Health care professionals, including abortion providers, frequently have contact 
with individuals trapped in abhorrent trafficking situations. For example, Lederer and Wetzel 
(2014) reported that nearly 88% of sex trafficking survivors reported having had contact with a 
health care system while being exploited. Study respondents often reported having had 
hysterectomies or tubal ligations either during or after trafficking. Yet, as described above, 
healthcare workers, particularly in the abortion context, do not recognize and report trafficking 
situations. 


146. When abortion providers look the other way and fail to report the sexual 
exploitation of minors, they are complicit in the abuse. Failure to intervene results in perpetuation 
of a form of victimization linked to a wide array of adverse psychological and physical health 
outcomes both during adolescence and into adulthood. 


147. Martin, Bergen, and Richardson (2004) reported that the incidence of psychiatric 
diagnoses occurring over a lifetime is 56% for women who have disclosed a history of child sexual 
abuse. Increased risks for depression, suicidal ideation and behaviors, substance abuse, and PTSD 
have been consistently associated with sexual abuse exposure (Hornor, 2010). Borderline 
Personality Disorder, Dissociative Identity Disorder, and eating disorders are more common with 
child sexual abuse (Putman, 2003), as are pain disorders (Sapp, 2005). 


148. Lederer and Wetzel (2014) reported that 98.1% of sex trafficked victims reported 
at least one psychological issue during trafficking and survivors noted an average of more than a 
dozen symptoms. The authors commented that the “picture painted by these surveys and the 
personal interviews that accompanied many of them is one of complete mental devastation.” The 
most frequently reported problems included depression (88.7%), anxiety (76.4%), nightmares 
(73.6%), flashbacks (68.0%), low self-esteem (81.1%), and feelings of shame or guilt (82.1%). A 
substantial number of survivors suffered from other psychological disorders, including acute stress 
(38.7%), bipolar (30.2%), depersonalization (19.8%), multiple personality (13.2%), and borderline 
personality (13.2%) disorders. Alarmingly, 41.5% had attempted suicide (one victim reported 9 
attempts) and 54.7% suffered from Post-Traumatic Stress Disorder. Escape from trafficking was 
far from a remedy for the psychological suffering of survivors. After trafficking, 96.4% of 
survivors reported at least one psychological symptom with an average of 10.5 symptoms across 
the sample. 


149. The foregoing discussion elucidates the widespread acts of sexual abuse and sex 
trafficking against minors in the U.S. and the devastating consequences. The egregious acts against 
minors rob them of their most basic and essential needs for security and safety and launch a life 
trajectory marked by severe, often life-long suffering. Pregnancies among sexually exploited youth 
frequently end in abortion and are often the result of coercion by the perpetrators. As such, abortion 
does not offer an escape for sexual abuse and trafficking victims but instead operates as a tool by 
abusers to maintain control and continue criminal activity. The hidden nature of the crimes 
combined with ignorance, apathy, and complicit behavior by abortion providers, reveal an urgent 
need to intervene with this highly traumatized, vulnerable, and likely growing segment of our 
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population. The Georgia law’s reporting requirement mitigates these risks by encouraging 
reporting and responding to this horrific violence. 


2. Abortion in Cases of a Single Rape 


150. The likelihood of a single rape resulting in pregnancy is probably not higher than 
5% (Holmes et al., 1996), and rape is very rarely reported by women as a primary reason for 
undergoing an abortion. Perry and colleagues (2015) estimated the prevalence of rape-induced 
pregnancy as an indication for abortion at two public Chicago facilities with a very large sample 
of 19,465 patients. Results revealed a low rate of women presenting for abortion because of rape 
(1.9%). In an earlier study published in 2005 by Finer and his associates at the Guttmacher 
Institute, the data demonstrated that only one woman out of 1160 in 2004 reported a rape as a 
contributing factor to her decision to abort and only one woman out of 1,900 abortion patients 
reported rape as a contributing factor in 1987. In this latter study, the percentage of women who 
identified rape as a contributing factor was only 0.065% or 6.5 women per 10,000 when the data 
from 1987 and 2004 are combined. According to the authors, respondents to the survey of reasons 
for abortion in this study were not substantially different from a nationally representative sample 
of abortion patients, relative to age, marital status, parity, income, education, race, or gestation. 


151. As described by Prewitt (2009), women are typically assumed by the medical 
community to never have interest in carrying a rape conceived pregnancy to term, “Should 
pregnancy result from rape, many physicians suggest abortion as the only alternative. In one case, 
after treating a raped woman, a physician told his patient what to do if her period did not come— 
namely, to make an appointment at the [abortion] clinic. Another woman pregnant from rape stated 
that her doctor advised [her] to have an abortion. And a third who sought assistance from a rape 
crisis clinic stated that there was no alternative from the clinic; they offered to pay for the abortion. 
Even a doctor in the field stated, we advise all rape victims that if they miss their next regular 
period by more than one week, they should return for menstrual extraction or suction curettage.” 
Although there are likely many psychological and cultural reasons for this bias against birth, 
Prewitt (2009) explained that because women who are raped have a higher-than-average 
probability of being unmarried and poor, reproductive choices of women in this situation are 
minimized in part to discourage the births of children who will likely be born into a less than ideal 
environment. 


152. Despite a culture and medical profession that generally assumes women who 
conceive in rape should and will abort, the reality is that approximately half of women in this 
situation elect not to abort. Based on a national sample, Holmes and colleagues (1996) reported 
that 50% of women who became pregnant by rape underwent abortions, 5.9% placed their infants 
for adoptions, and 32.3% kept their infants. Information was not available for the remaining 11.8%. 


153. Empirical evidence described by Mahkorn (1979) indicates that most women who 
decide to carry to term following a rape do not report negative child-directed feelings. Specifically, 
only 19.2% of raped women expressed the need to confront feelings of “resentment of the 
pregnancy” or “hostility towards the child” with only 14.3% endorsing the statement that the 
pregnancy served as a “continual reminder of the rape event.” Further, 68.75% of the women who 
gave birth either had “a positive viewpoint to begin with” or changed, through the course of their 
pregnancies “from negative to more positive images, attitudes, beliefs, or feelings about the unborn 
child.” None of the women who were raped changed from a positive to a more negative image or 
attitude about the unborn child after birth. 
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154. The above data reveal the percentage of women seeking abortion due to singular 
rape is extremely small. However, among women in this situation, the waiting period and the police 
report requirement will prove beneficial to Georgian women. They will be able to thoroughly 
process their situations with the help of health care and law enforcement personnel and arrive at a 
decision that is the least likely to exacerbate the psychological pain of rape. Further, the 
opportunity to prosecute offenders will be opened and the likelihood of a repeat offense reduced 
dramatically. There is an urgent need for the development of means for effective intervention to 
help protect and serve this marginalized population and end the growing epidemic (Countryman- 
Roswurm 2010). 


IV. CONCLUSION 


155. The foregoing thorough analysis of issues and peer-reviewed research pertinent to 
the requirements of Georgia’s 6-week abortion ban reveals that with the law in place, fewer women 
in the State will likely suffer from mental illness, substance abuse problems, and suicidal behaviors 
than if the ban is overturned. This holds true for women living economically challenged lives, 
adolescents, women whose pre-born children suffer from significant anomalies, and victims of 
rape and incest. Evidence that abortion increases risk for various psychological and behavioral 
challenges is abundant in the domestic and international professional literatures. Plaintiffs in this 
case flat out ignore the body of scientific evidence and have failed to substantiate their opinion 
that abortion does not increase women’s likelihood of experiencing a mental health challenge or 
psychological disorder. They cling only to the poorly designed and executed Turnaway Study for 
this purpose to suggest that women who are unable to secure abortions will suffer devastating 
consequences. The Plaintiffs also pathologize a normal developmental milestone, the transition to 
motherhood, which is largely unparalleled in terms of opportunities for happiness and life 
satisfaction. Stress and adjustments are par for the course and when a minority of women do 
struggle with mental health concerns in the perinatal period, there are abundant resources available. 
In conjunction with the 6-week ban, the 24-hour waiting period and the parental consent 
requirement foster greater consideration of abortion decisions and enable more active exploration 
of all options and relevant resources, consistent with patient autonomy. When women make 
choices that are consonant with their personal beliefs, values, and desires, the risks for post- 
abortion mental health challenges are decreased. Finally, the requirement that victims of rape and 
incest submit a police report for exemption to the ban is an essential mechanism for perpetrators 
to be held responsible for their crimes and to protect women from future victimization. The 
advantages of the 6-week ban for reducing human suffering and enhancing quality of life are 
backed by strong empirical data. 
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American Journal of Drug and Alcohol Abuse, 26, 369-383. 


Rue, V. M., Coleman, P. K., Rue, J. J., & Reardon, D. C. (2004). The context of elective 
abortion and traumatic stress: A comparison of U.S. and Russian Women. Medical 
Science Monitor, 10, SR5-16. 


Coleman, P. K. (2003). Perceptions of parent-child attachment, social self- 
efficacy, and peer relationships in middle childhood. Infant and Child Development, 12, 
351-368. 


Coleman, P. K. (2003). Reactive Attachment Disorder in the context of the family: A 
review and call for further research. Emotional & Behavioral Difficulties. 8, 223- 
234. 


Coleman, P. K., & Byrd, C. (2003). Interpersonal correlates of peer victimization in young 
adolescents. Journal of Youth and Adolescence, 32, 301-314. 


Coleman, P. K., & Karraker, K. H. (2003). Maternal self-efficacy beliefs, competence in 
parenting, and toddlers' behavior and developmental status. Infant Mental Health. 


Coleman, P. K., Reardon, D. C., Rue, V., & Cougle, J. (2003). Reply to letter to the editor 
by Darroch, Finer, Henshaw, and Jones pertaining to our article entitled “History of 
induced abortion in relation to substance use during subsequent pregnancies carried to 
term”, American Journal of Obstetrics and Gynecology, 189 (2), 617. 


Cougle, J., Reardon, D. C., & Coleman, P. K. (2003). Depression associated withabortion and 


childbirth: A long-term analysis of the NLSY cohort. Medical Science Monitor, 9(4), 
CR105-112. 
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Reardon, D. C., Cougle, J., Rue, V. M., Shuping, M., Coleman, P. K., & Ney, P. G. (2003). 
Psychiatric admissions of low-income women following abortion and childbirth. Canadian 
Medical Association Journal. 168, 1253-1256. 


Coleman, P. K., Bryan, S., King, B., Nazir, M., Rogers, N., & Trent, A. (2002). 
Parenting behavior, maternal self-efficacy beliefs, and toddler performance on 
the Bayley Scales of Infant Development. Early Child Development and 
Care, 172, 123-140. 


Coleman, P. K., Reardon, D. C., & Cougle, J. (2002). The quality of the caregiving 
environment and child developmental outcomes associated with maternal history of 
abortion using the NLSY data. Journal of Child Psychology and Psychiatry and Allied 
Disciplines, 43, 743-758. 


Coleman, P. K., Reardon, D. C., Rue, V., & Cougle, J. (2002). History of induced abortion 
in relation to substance use during subsequent pregnancies carried to term. American 
Journal of Obstetrics and Gynecology, 187, pp. 1673-1678. 


Coleman, P. K., Reardon, D. C., Rue, V., & Cougle, J. (2002). State-funded abortions vs. 
deliveries: A comparison of outpatient mental health claims over four years. The 
American Journal of Orthopsychiatry, 72, 141-152. 


Reardon, D. C., Cougle, J., Ney, P. G., Scheuren, F., Coleman, P. K., & Strahan, T. W. 
(2002). Deaths associated with delivery and abortion among California Medicaid 
patients: A record linkage study. Southern Medical Journal, 95, 834-841. 


Blair, T. M., Nelson, E. S., & Coleman, P. K. (2001). The relationship between deception and 
power in college students' dating relationships: An exploratory study. Journal of Sex and 
Marital Therapy, 27, 57-71. 


Carlton, C. L., Nelson, E. S., & Coleman, P. K. (2000). College students' attitudes toward 
abortion and commitment to the issue. Social Science Journal, 37, 619-625. 


Coleman, P. K., & Karraker, K. H. (2000). Parenting self-efficacy among mothers of 
school-age children: Conceptualization, measurement, and predictors. Family Relations, 
49, 13-24. 


Coleman, P. K., & Watson, A. (2000). Infant attachment as a dynamic system. Human 
Development, 43, 295-313. 


Coleman, P. K., & Watson, A. (2000). A reply to commentaries (by Alan Fogel, Alan 
Sroufe, and Megan Sampson) on "Infant attachment as a dynamic system". Human 
Development, 43, 327-331. 


Coleman, P. K., & Nelson, E. S. (1999). Attitudes toward abortion and interest in the issue 
as determinants of perceptions of the appropriate level of male involvement in abortion 
decisions. Journal of American College Health, 47, 164-172. 
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Coleman, P. K., Nelson, E. S., & Sundre, D. (1999). The relationship between prenatal 
expectations and postnatal attitudes among first- time mothers. Journal of Reproductive and 
Infant Psychology, 17, 27- 39. 


Coleman, P. K., & Karraker, K. H. (1998). Self-efficacy and parenting quality: Findings 
and future applications. Developmental Review, 18, 47-85. 


Coleman, P. K., & Nelson, E. S. (1998). The quality of abortion decisions and college 
students’ reports of post-abortion emotional sequelae and abortion attitudes. Journal of 
Social and Clinical Psychology, 17, 425-442. 


Erwin, T. D., & Coleman, P. K. (1998). The Influence of intercultural experiences and 
second language proficiency on college students’ cross-cultural adaptability.International 
Education, 28, 5-25. 


Nelson, E. S., Coleman, P. K., & Swager, M. (1997). Attitudes toward the level of male 
involvement in abortion decisions. Journal of Humanistic Education and 
Development, 25, 217-224. 


Nelson, E. S., Karr, K., & Coleman, P. K. (1995). The relationships among daily 
hassles, optimism, and reported physical symptoms. Journal of College Student 
Psychotherapy, 10, 11-26. 


Abstracts 


Dawson, E., Haar, C., Pobocik, R., Coleman, P., Babies, K., Houston, M.S., Increased self 
efficacy and dairy consumption resulting from a dairy curriculum for junior high school 
students. Journal of Nutrition Education and Behavior, 2007; 39: S131. 


Dawson, E., Pobocik, R., Coleman, P., Haar, C., Babies, K., Houston, M.S. Development 
of an instrument to assess self-efficacy and behavior related to dairy foods in 


adolescents. FASEB J. 2007 21:528.11. 


Papers Read to Professional Societies 


Invited Papers 


Coleman, P. K. (March, 2021). Abortion for Women’s Health? A Research 
Perspective. Caribbean for L.I. F.E. Discussion Series. 


Coleman, P. K. (October, 2020). Deriving Sensible Conclusions from the Scientific 
Literature on Abortion and Women's Mental Health. Canadian Physicians for Life Annual 


Conference. 


Coleman, P.K. (September, 2020). Abortion and Women’s Mental Health. Summit of Grace. 
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Coleman, P. K., & Bae, S. (February, 2020). Sexual Abuse and Trafficking of Minors in 
States: Scope, Parental Perpetrators, & Harrowing Effects. Senior Center, Bowling Green, 
Ohio. 


Coleman, P. K. & Oyer, B. (April, 2019). Abortion and Mental Health: A Critique of the National 
Academies of Sciences (NAS) Report on the “Safety of Abortion” and a 
Methodological Analysis of Studies Published From 1993 to 2018. American Association of 
Pro-Life Obstetricians and Gynecologists, Annual CME Meeting. 


Coleman, P.K. (March, 2018). Abortion and Women’s Mental and Relational Health. 
Presentation in the House of Commons, British Parliament, London, England. 


Coleman, P.K. (September, 2017). Reproductive Outcomes and Mortality: Debunking the Myth 
that Abortion is Safer than Childbirth, Key note speaker, Human Life International, Dublin, 
Ireland. 


Coleman, P.K. (September, 2017). Abortion and Women’s Mental and Relational Health, Key 
note speaker, Human Life International, Dublin, Ireland. 


Coleman, P. K. (July, 2016). Analysis of the Scientific Literature on Abortion and Women’s 
Mental Health. Association for Research in Values and Social Change, Annual Meeting, 
Washington, DC. 


Coleman, P. K. (July, 2016). Pro-Abortion Bias in Professional Organizations: American 
Psychological Association. Association for Research in Values and Social Change, 
Annual Meeting, Washington, DC. 


Coleman, P. K. (February, 2016). Mental Health Risks of Abortion: The Evidence and 
Contemporary State Policies, Presentation for the American Association of Pro-Life 
Obstetricians and Gynecologists, Annual CME Meeting. 


Coleman, P. K. (October, 2015). The Negative Impact of Abortion on Women and 
Families. Key Note Speaker, West Virginia for Life, Annual Convention. 


Coleman, P. K. (July, 2015). Psychological Risks of Abortion: challenges and inroads to 
gathering data, informing the public, and effecting change. Association for Research in 
Values and Social Change, Annual Meeting, New Orleans, LA. 


Coleman, P. K. (March, 2015). The Relative Risk of Abortion vs. Childbirth: A Focus on 
Psychological Morbidity and Mortality. Franciscan University, Steubenville, OH. 


Coleman, P. K. (February, 2015). Fetal Anomaly and the Increased Maternal 
Psychological Toll Associated with Pregnancy Termination, Presentation for the 
American Association of Pro-Life Obstetricians and Gynecologists, Annual CME 
Meeting. 

Coleman, P. K. (November, 2014). The Relative Risk of Abortion vs. Childbirth: A Focus 
on Psychological Morbidity and Mortality. Keynote Speaker for the Kentucky Doctors for 
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Life Foundation, Louisville, KY 

Coleman, P. K. (June, 2014). The Relative Risk of Abortion vs. Childbirth: A Focus on 
Psychological Morbidity and Mortality. Presentation for the International Association 
for Research in Values and Social Change, Louisville, KY. 


Coleman, P. K. (February, 2014). Abortion and Intimate Partner Violence: Intervening to 
Save Lives, Presentation for the American Association of Pro-Life Obstetricians and 
Gynecologists, Annual CME Meeting. 


Coleman, P. K. (November, 2013). Abortion vs. Childbirth: The Latest Evidence on 
Psychological Risk. Keynote Speaker for Annual Conference, The deVeber Institute for 
Bioethics and Social Research, Toronto, CA. 


Coleman, P. K. (October, 2013). Served as a keynote speaker for the 2013 Real Choices 
Conference: Abortion Symposium: Ideology and Informed Consent” Delivered two 
presentations titled: ‘Informed Consent Averted: what women are told and what women 
should be told regarding mental health risks’ and ‘Coercion to Abort: understanding a 
hidden form of interpersonal violence’ Melbourne, Victoria, Australia. 


Coleman, P. K. (September, 2013). The Relative Risk of Abortion vs. Childbirth: A Focus 
on Psychological Morbidity and Mortality Presentation at the Annual Care Net 
Conference, Denver, Colorado. 


Coleman, P. K. (February, 2013). Reaching Women Before the Decision to Abort: Mental 
Health Research Priorities Presentation for the American Association of Pro-Life 
Obstetricians and Gynecologists (a special interest group of the American College of 
Obstetricians and Gynecologists), Annual CME meeting, Washington, DC. 


Coleman, P. K. (February, 2012). The Relative Safety of Abortion vs. Childbirth: A 
Focus on Psychological Morbidity and Mortality, Presentation for the 
American Association of Pro-Life Obstetricians and Gynecologists, Annual CME 
Meeting. 


Coleman, P. K. (September, 2012). The Relative Safety of Abortion vs. Childbirth: A 
Focus on Psychological Morbidity and Mortality. International Symposium on 
Maternal Health, Dublin, Ireland. 


Coleman, P. K. (September, 2012). Abortion and Women’s Mental Health, Stormont 
Parliament Address, Belfast, Ireland. 


Coleman, P. K. (May, 2012). Served as a keynote speaker for the 2012 Real Choices 
Conference: “Setting the Standards.” Delivered two presentations Psychology of 
Abortion: Addressing the Critical Questions to Maximize Women’s Health in 2012 
and Reproductive Outcomes and Mortality: Debunking the Myth that Abortion is 
Safer than Childbirth Using Existing and New Data, Melbourne, Victoria, 
Australia. 


Page 11 of 23 


Coleman, P. K. (May, 2012). Abortion and Women’s Mental Health: Research to 
Practice. Australian Family Association, Melbourne, Victoria, Australia. 


Coleman, P. K. (May, 2012). Abortion and Women’s Mental Health: Research to 
Practice. Parliament House, Sydney, New South Wales, Australia. 


Coleman, P. K. (May, 2012). Abortion and Women’s Mental Health: Research to 
Practice. Parliament House, Brisbane, Queensland, Australia. 


Coleman, P. K. (May, 2012). Abortion and Women’s Mental Health: Research to Practice. 
Emily’s Voice, Toowoomba, Queensland, Australia. 


Coleman, P. K. (March, 2012). Abortion and Women’s Mental Health: Knowledge to 
Practice. Colloquium on the Psychological Effects of Abortion, UK Parliament, 
London, England. 


Coleman, P. K. (March, 2012). Abortion and Women’s Mental Health: Knowledge to 
Practice. The McAuley Education Center, Mater Hospital, Dublin, Ireland. 


Coleman, P. K. (February, 2012). The Psychology of Abortion: Addressing the Critical 
Questions to Maximize Patient Care in 2012. Presentation for the American Association 
of Pro-Life Obstetricians and Gynecologists (a special interest group of the American 
College of Obstetricians and Gynecologists), Annual CME meeting. 


Coleman, P. K. (February, 2012). Reproductive History and Long-Term Mortality Rates: A 
Progress Update on the Danish Population-Based Study. Presentation for the American 
Association of Pro-Life Obstetricians and Gynecologists, Annual CME Meeting. 


Coleman, P. K. (September, 2011). Abortion and Women's Mental Health: Helping 
through Knowledge. Care Net Annual Conference, Orland FL. 


Coleman, P. K. (October, 2011). Abortion and Women’s Mental Health: Knowledge to 
Practice. Healing Vision International Conference, Milwaukee, WI. 


Coleman, P. K. (October, 2011). Abortion and Mental Health: Knowledge to Practice. 
Women in Medicine and Dentistry Annual Conference, Scottsdale, AZ. Coleman, P. 
K. (October, 2011). Abortion and Mental Health: Knowledge to Practice. University 
of Chile, Santiago, Chile 


Coleman, P. K. (May, 2011). Medical Abortion: An update on Psychological Risks to 
Women. First National Convention, Real Choices Australia, Collaroy, NSW, 
Australia. 


Coleman, P. K. (May, 2011). Abortion and Mental Health: Research to Practice. 


Keynote Address for the First National Convention of Real Choices Australia, 
Collaroy, NSW, Australia. 
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Coleman, P. K. (March, 2011). Abortion and Mental Health: Research to Practice. 
Commission on the Status of Women, 55th Session United Nations 


Coleman, P. K. (March, 2011). Medical Abortion and Women’s Mental Health. 
Commission on the Status of Women, 55th Session United Nations. 


Coleman, P. K. (January, 2011). Abortion and Women’s Mental Health: Research to 
Practice: Presentation for the American Association of Pro-Life Obstetricians and 
Gynecologists (a special interest group of the American College of Obstetricians and 
Gynecologists), Annual CME meeting. 


Coleman, P. K. (January, 2011). Abortion and Women’s Mental Health: Model Research: 
Presentation for the American Association of Pro-Life Obstetricians and Gynecologists 
(a special interest group of the American College of Obstetricians and Gynecologists), 
Annual CME meeting. 


Coleman, P. K. (January, 2010). Evidence-Based Practice in Informed Consent for 
Abortion: Toward More Systematic Qualitative and Quantitative Reviews of the 
Literature Presentation for the American Association of Pro-Life Obstetricians and 
Gynecologists Annual CME meeting. 


Coleman, P. K. (January, 2009). Abortion and Mental Health: The APA Task Force 
Report of the Literature and the Reality. Presentation for the American Association 
of Pro- Life Obstetricians and Gynecologists (a special interest group of the 
American College of Obstetricians and Gynecologists), Annual CME meeting. 


Coleman, P. K. (March, 2009). Abortion and Mental Health: The APA Task Force Report 
of the Literature and the Reality. Commission on the Status of Women, 53rd Session 
United Nations, March 2009. 


Coleman, P. K. (October, 2008). APA Task Force Report on Abortion and Mental Health: A 
Violation of the Ethics of Science and a Breech of Public Responsibility. Panel 
Presentation, Family Research Council, Washington, DC. 


Coleman, P. K. (October, 2008). Abortion and Mental Health Research Panel 
Presentation, Family Research Council, Washington, DC 


Coleman, P. K. (January, 2008). Does abortion hurt intimate relationships? 
Review of the evidence. Presentation for the American Association of Pro- 
Life Obstetricians and Gynecologists, Annual CME meeting. 


Coleman, P. K. (January, 2008). Post-abortion mental health research: update and quality of 
Evidence. Presentation for the American Association of Pro-Life 
Obstetricians and Gynecologists (a special interest group of the American College 
of Obstetricians and Gynecologists), Annual CME meeting. 
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Coleman, P.K. (November, 2007). Abortion and Mental Health. First Meeting of the 
Lisbon Medical Studies about Life: The impact of abortion on women's health, 
Lisbon, Portugal. 


Coleman, P. K. (March, 2007). Maternal-Fetal Attachment. 51St Session on the Status of 
Women, United Nations. 


Coleman, P. K. (March, 2007). Post-abortion mental health research: update and quality of 
evidence. 515t Session on the Status of Women, United Nations. 


Coleman, P. K. (Feb, 2007) Post-abortion mental health research: update and quality of 
evidence. Furman University. 


Coleman, P. K. (Nov, 2006) Post-abortion mental health research: update and quality of 
evidence. Princeton University. 


Refereed Papers 


Dawson, E., Haar, C., Pobocik, R., Coleman, P., Babies, K., Houston, M.S. (July, 2007). 
Increased self-efficacy and dairy consumption resulting from a dairy curriculum or 
junior high school students. Society for Nutrition Education, Chicago, Il. 


Dawson, E., Haar, C., Pobocik, R., Coleman, P., Babies, K., Houston, M.S. (April 2007). 
Development of an instrument to assess self-efficacy and behavior related to dairy foods 
in adolescents. Experimental Biology, Washington, DC. 


Coleman, P. K. (March, 2007). Development of Parenting Self-Efficacy during the First Six 
Months (Troutman, B.R., Chair). Serving as Discussant for symposium accepted for 
presentation at the Biennial Meeting of SRCD. 


Coleman, P. K. (April, 2005). Resolution of Unwanted Pregnancy during Adolescence: 
Predictors and Consequences. Poster presented at the Biennial Meeting of the Society 
for Research in Child Development, Atlanta, GA. 


Coleman, P. K. (July, 2004). Partner violence, induced abortion, and women’s mental health. 
Paper presented at the Annual American Psychological Association Convention, 
Honolulu, HI 


Coleman, P. K., & Maxey, C. D. (May, 2004). Pregnancy resolution and substance use in the 


Fragile Families and Well-being Study. Poster presented at the 16th annual meeting of the 
American Psychological Society, Chicago, IL. 


Karraker, K. H., Wiedman, C., & Coleman, P. K. (May, 2004). Infancy in life-span 
perspective: Relationships between infants and family members. In K. Karraker 
(Chair).The role of infants in family relationships across the life-span. Symposium paper 


presented at the 14th Biennial International Conference on Infant Studies, Chicago, IL. 
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Coleman, P. K., & Karraker, K. H. (April, 2004). Parenting self-efficacy, competence in 


Parenting, and possible links to children’s social and academic outcomes. 12th 
International Roundtable on School, Family, and Community Partnerships. 


Coleman, P. K., Reardon, D. C., & Cougle, J. (June, 2003). Substance use associated with 
prior history of abortion and unintended birth: A national cross sectional cohort study. 
Presented at the 15th annual meeting of the American Psychological Society, Atlanta, 
GA. 


Coleman, P. K., Karraker, K. H., Lowe, M., Murden, R., Reid, C., & Merchant, M. (April, 
2003). Prenatal and postnatal correlates of parenting self-efficacy. Poster presented at 
the meeting of the Society for Research in Child Development, Tampa, FL. 


Coleman, P. K., Reardon, D. C., Rue, V., & Cougle, J. (June, 2002). Prior history of induced 
abortion and substance use during pregnancy. Poster presented at the American 


Psychological Society, 14th Annual Convention, New Orleans, LA. 


Reardon, D. C., Ney, P. G., Scheuren, F. J., Cougle, J. R., Coleman, P. K., & Strahan, T. W. 
(May, 2002). Suicide associated with pregnancy outcome: A record linkage study of low 
income American women. Poster presented at the American Psychiatric Association 
Meeting, Philadelphia, PA. 


Coleman, P. K. (April, 2002). Self-efficacy beliefs, parenting, and toddler behavior and 
development. In M. Stern (Chair), Maternal expectations, caregiving and infant outcomes. 
Symposium paper presented at the 13th Biennial International Conference on Infant 
Studies, Toronto, Canada. 


Coleman, P. K., & Neilsen, A. (April, 2002). Length of institutionalization, contact with 
relatives, and previous hospitalizations as predictors of social and emotional behavior in 
young Ugandan Orphans. Poster presented at the 13th Biennial International Conference 
on Infant Studies, Toronto, Canada. 


Karraker, K. H., Atkins, M., Coleman, P. K., & Cottrell, L. E. (April, 2002). Mothers’ 
expectations for their infants’ performance on the Bayley Scales of Infant Development. 
In M. Stern (Chair), Maternal expectations, caregiving and infant outcomes. 


Symposium paper presented at the 13th Biennial International Conference on Infant Studies, 
Toronto, Canada. 


Coleman, P. K., Bryan, S., King, B., Trent, A., Anderson, J., Cavender, N., Nalley, I. Nazir, 
M., Novarese, A., & Rogers, N. (June, 2001). Mothers' self-efficacy beliefs, parenting 
behavior, and toddler performance on the Bayley Scales of Infant Development. Poster 
presented at the American Psychological Society, 13th Annual Convention, Toronto, 
Canada. 
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Coleman, P. K., Reardon, D. C., & Cougle, J. June, 2001). Child developmental outcomes 
associated with maternal history of abortion using the NLSY data. Poster presented at the 


American Psychological Society, 13th Annual Convention, Toronto, Canada. 


Coleman, P. K. (April, 2001). Interpersonal correlates of peer victimization in young 
adolescents. Poster presented at the meeting of the Society for Research in Child 


Development, Minneapolis, MN. 


Coleman, P. K., Bryan, S. King, B., & Trent, A. (March, 2001). Mechanisms linking 
parenting self-efficacy beliefs to parenting competence and toddler development. Poster 


presented at the 1S World Congress on Women’s Mental Health, Berlin, Germany. 


Coleman, P. K., Reardon, D. C., & Cougle, J. (March, 2001). Child developmental outcomes 
associated with maternal history of abortion using the NLSY data. Poster presented at the 


1St World Congress on Women’s Mental Health, Berlin, Germany. 


Coleman, P. K., Reardon, D. C., Rue, V. & Cougle, J. (March, 2001). State-funded abortions 
vs. deliveries: A Comparison of outpatient mental health claims over six years. Poster 


presented at the 1St World Congress on Women’s Mental Health, Berlin, Germany. 


Cougle, J., Reardon, D. C., & Coleman, P. K. (March, 2001). Depression associated with 
abortion and childbirth: A long-term analysis of the NLSY cohort. Poster presented at 


the 15t World Congress on Women’s Mental Health, Berlin, Germany. 


Cougle, J., Reardon, D. C., Rue, V., Shuping, M., Coleman, P. K., & Ney, P. (March, 2001). 
Psychiatric admissions following abortion and childbirth: A record-based study of low- 
income women. Poster presented at the 1St World Congress on Women’s Mental Health, 
Berlin, Germany. 


Reardon, D. C., Ney, P., Schueren, F., Cougle, J., & Coleman, P. K. (March, 2001). Suicide 
deaths associated with abortion: A record linkage study. Symposium paper presented at 
the 15t World Congress on Women’s Mental Health, Berlin, Germany Karraker, K. H., 
Coleman, P. K., & Cottrell, L. (July, 2000). Prenatal and postnatal maternal self-efficacy. 


Poster presented at the 12th Biennial International Conference on Infant Studies. 
Brighton, UK. 


Coleman, P. K., Anderson, J., Bryan, S., Byrd, C., King, B., Lacy, A., Novarese, A., & 
Trent, (April, 2000). Potential process mechanisms linking parenting self-efficacy 
beliefs to parenting competence and toddler development. Poster presented at the 16" 
biennial meeting of the Conference on Human Development, Memphis, TN. 


Coleman, P. K., Anderson, J., Bryan, S., Byrd, C., King, B., Lacy, A., Novarese, A., & Trent, 


A. (April, 2000). Potential process mechanisms linking parenting self-efficacy beliefs to 
parenting competence and toddler development. Poster presented at Scientific Sewanee. 
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Coleman. P. K., Karraker, K. H, & Cottrell, L. (April, 2000). Prenatal and postnatal 
maternal cognitions as predictors of infant behavior and parenting competence in 


mothers of 3-6 month old infants. Poster presented at the 16th biennial meeting of the 
Conference on Human Development, Memphis, TN. 


Coleman, P. K., & Reardon, D. C. (June, 2000). State-Funded Abortions vs. Deliveries: A 
Comparison of Subsequent Mental Health Claims Over Six Years. Poster presented at the 


American Psychological Society, 12th Annual Convention, Miami, FL. 


Coleman, P. K., & Erwin, T. D. (June, 1999). Novelty-seeking and persistence among 
college students: Preliminary study of the Curiosity Index. Poster presented at the 


American Psychological Society, 11th Annual Convention, Denver, CO. 


Coleman, P. K., & Karraker, K. H. (April, 1999). Maternal self-efficacy beliefs as predictors 
of parenting competence and toddlers' behavior and development. Poster presented at the 
meeting of the Society for Research in Child Development, Albuquerque, NM. 


Karraker, K. H., & Coleman, P. K. (April, 1999). Mothers’ predictions of their toddlers' 
performances on the Bayley Scales of Infant Development. Poster presented at the 
meeting of the Society for Research in Child Development, Albuquerque, NM. 


Karraker, K. H., & Coleman, P. K. (May, 1998). Parenting self-efficacy beliefs among 
mothers of school age children. Poster presented at the American Psychological Society, 


10th Annual Convention, Washington, DC. 


Coleman, P. K. (April, 1997). Toward a dynamic system of child development: The 
importance of changing environments and person-context relations. In A. W. O'Reilly 
(Chair), Dynamic systems theory: Taking seriously the complexity of organism- 
behavior-environment relations. Paper symposium conducted at the meeting of the 
Society for Research in Child Development, Washington, DC, 


Coleman, P. K., & Nelson, E. S. (April, 1997). The quality of abortion decisions and 
college students’ reports of post-abortion emotional sequelae and abortion attitudes. 
Poster presented at the meeting of the Society for Research in Child Development, 


Professional Service 


Founder and Director of the World Expert Consortium for Abortion Research and Education 
(WECARE). The website for this 501 c(s), June, 201 1-present. is www.wecareexperts.org 


Served as an external reviewer for Stacy Thompson’s promotion to Full Professor, 
Southern Illinois University (Sept, 2016). 


Served as an external reviewer for Dr. Alice Hall’s promotion to Full Professor, Georgia 
Southern University (Aug, 2016). 
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Served as an external reviewer for Dr. Shannon Zentall, applicant for tenure and 
promotion to Associate Professor in Child and Family Development in the School 
of Family and Consumer Sciences, University of Akron (Aug, 2015) 


Served as an external reviewer for M. Angela Nievar’s application for tenure. 
Development and Family Studies Program, Educational Psychology 
Department, University of North Texas. (Fall, 2009) 


Served as a reviewer for a report produced by the American Psychological Association 
Task Force on Abortion and Mental Health; submitted a 10 single-spaced page 
evaluation of their 80 page document reviewing the published literature between 
1990 and 2007. November, 2007. 


Served on the Scientific Committee for an international conference entitled “Abortion: 
Causes, Ramifications, Therapy” sponsored by the Demographic Committee of the 
Polish Academy of Science, The Ombudsman for Children in Poland, and the Institute 
of Psychiatry and Neurology (June, 2004). 


Serving on the Council of Healthcare Advisors, Gerson Lehrman Group. The Council of 
Healthcare Advisors provides investment analysts access to a highly structured network 
of industry and academic experts to conduct surveys, phone consultations, and arrange 
in-person events (Fall, 2003-present). 


Editorships of Journals 
Editorial Board Member for Current Women’s Health Reviews. (June 04 — present) 
Editorial Board Member Open General/Internal Medicine Journal (2007-present) 
Editorial Board Member Open Women’s Health Journal (2008-present) Editorial 
Member for the World Journal of Psychiatry (201 1-present) Editorial Board Member, 


Reviewer for Submissions 


Addiction 

Annales Academiae Medicae Bialostocensis 
BMC Pregnancy and Childbirth 

British Journal of Medicine and Medical 
British Journal of Psychiatry 

Current Women’s Health Reviews 
Depression and Anxiety 

Developmental Psychology 


European Journal of Clinical Nutrition 
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European Journal of Psychology of Educations 

Family Relations 

General Hospital Psychiatry Infant Behavior and Development 
International Internet Journal of Mental Health 

Issues in Law and Medicine Journal of Adolescence 

Journal of Applied Developmental Psychology 

Journal of Child Psychology and Psychiatry and Allied Disciplines 
Journal of Clinical and Social Psychology 

Developmental Processes 

Journal of Family Psychology 

Journal of Medical Ethics 

Journal of Pediatrics 

Journal of Personality and Social Psychology 

Journal of Psychiatric Research 

Journal of Reproductive and Infant Psychology 

Journal of Women’s Health and Gender-Based Medicine 
Journal of Youth and Adolescence 

New England Journal of Medicine 

Obstetrics and Gynecology International 

Open Family Studies Journal 

Open Women’s Health Reviews 

Parenting: Science and Practice 

Psychology, Health, and Medicine 

Psychology in the Public Interest 

Research to Practice Journal for the Intervention Field 
Social Problems 

Social Sciences and Medicine 

The Lancet 


Women’s Health Issues 


Honors and Awards 


Phi Kappa Phi, West Virginia University, 1997- present 

Recipient of College of Education and Human Development Faculty Scholarship Award, 
$1,000, August, 2004 

Doctoral Qualifying Exams “Pass with Distinction,” 1997. 
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Expert Testimony 


Serving as an expert witness for the Defendant, SISTERSONG WOMEN OF COLOR 
REPRODUCTIVE JUSTICE COLLECTIVE, on behalf of itself and its members; 
FEMINIST WOMEN’S HEALTH CENTER, PLANNED PARENTHOOD SOUTHEAST, 
INC., ATLANTA COMPREHENSIVE WELLNESS CLINIC, ATLANTA 
WOMEN’S MEDICAL CENTER, FEMHEALTH USA d/b/a CARAFEM, and SUMMIT 
MEDICAL ASSOCIATES, P.C., on behalf of themselves, their physicians and other staff, 
and their patients; CARRIE CWIAK, M.D., M.P.H., LISA HADDAD, M.D., M.S., M.P.H., 
and EVA LATHROP, M.D., M.P.H., on behalf of themselves and their patients; and 
MEDICAL STUDENTS FOR CHOICE, on behalf of itself, its members, and their patients, 
Plaintiffs, v. STATE OF GEORGIA, Defendant, August 2022-present. 


Serving as an expert witness for the Defendants in GRETCHEN WHITMER, on behalf of the 
State of Michigan, Plaintiff, v. JAMES R. LINDERMAN, et al. Defendants., August 
2022-present. 


Serving as a rebuttal expert witness in JANE DOE NO. 1; JANE DOE NO. 2; JANE DOE 
NO. 3; WILLIAM MUDD MARTIN HASKELL, M.D.; CASSIE HERR, N.P.; KELLY 
MCKINNEY, N.P.; and WOMEN’S MED GROUP PROFESSIONAL CORPORATION, 
Plaintiffs, v. ATTORNEY GENERAL OF INDIANA; COM-MISSIONER OF THE 
INDIANA STATE DE-PARTMENT OF HEALTH; MEDICAL LI-CENSING BOARD 
OF INDIANA; INDIANA STATE BOARD OF NURSING; and MARION COUNTY 
PROSECUTOR, September, 202 1-present. 


Serving as an expert witness in JANE SMITH, JILL PARK, MARY DOE, ANN JONES, and 
DR. AMY MOE, Plaintiffs, v. ANDREW CUOMO, as Governor of the State of New York 
in his official capacity et al. Defendants. In the UNITED STATES DISTRICT COURT 
NORTHERN DISTRICT OF NEW YORK, December 2020-present. 


Served as an expert witness in American College of Obstetricians and Gynecologists, et al., 
Plaintiffs, vs. United States Food and Drug Administration, et al., Defendants 
(Case No. 8:20-cv-1320-TDC). 


Affidavit filed with an AMICUS CURIAE BRIEF OF FORMER ABORTION PROVIDERS; 
THE NATIONAL ASSOCIATION OF CATHOLIC NURSES, U.S.A.; AND THE 
NATIONAL CATHOLIC BIOETHICS CENTER IN SUPPORT OF RESPONDENT, June 
Medical Services LLC v. Gee, SUPREME COURT of the UNITED STATES, December, 
2019. 


Served as an expert witness in PLANNED PARENTHOOD ASSOCIATION OH UTAH, 
Plaintiffs v. JOSEPH MINER, et al, in the UNITED STATES DISTRICT COURT FOR THE 
DISTRICT of UTAH (Case No. 2:19-cv-00238). 


Served as an expert witness in REPRODUCTIVE HEALTH SERVICES OF PLANNED 
PARENTHOOD OF THE ST. LOUIS REGION, INC., on behalf of itself, its physicians, its 
staff, and its patients, and COLLEEN P. MCNICHOLAS, D.O., M.S.C.I., F.A.C.O.G., on 
behalf of herself and her patients, Plaintiffs, v. MICHAEL L. PARSON, in his official capacity 
as Governor of the State of Missouri; ERIC S. SCHMITT, in his official capacity as Attorney 


Page 20 of 23 


General of the State of Missouri, et al., Defendants, in THE UNITED STATES DISTRICT 
COURT FOR THE WESTERN DISTRICT OF MISSOURI CENTRAL 
DIVISION (Case No. 2:19-cv-4155). 


Served as an expert witness in WHOLE WOMAN’S HEALTH ALLIANCE; ALL- OPTIONS, 
INC.; and JEFFREY GLAZER, MD, Plaintiffs v. CURTIS HILL, Attorney General of 
Indiana, in his official capacity et al., Defendants, in the UNITED STATES DISTRICT 
COURT FOR THE SOUTHERN DISTRICT OF INDIANA INDIANAPOLIS DIVISION 
(Case no. 1:18-cv-1904). 


Served as an expert witness in AMERICAN CIVIL LIBERTIES UNION OF MISSOURI 
and SARA E. BAKER, Plaintiffs v. JOHN R. ASHCROFT, et al., Defendants, in the 
CIRCUIT COURT OF COLE COUNTY, STATE OF MISSOURI (Case No. 19AC- 
CC00246). 


Served as an expert witness in CAITLIN BERNARD, M.D., et al., Plaintiffs, v. THE 
INDIVIDUAL MEMBERS OF THE INDIANA MEDICAL LICENSING BOARD, et 
al., in the UNITED STATES DISTRICT COURT, SOUTHERN DISTRICT, 
INDIANAPOLIS DIVISION (Case No. 1:19-cv-1660-SEB-DML. 


Served as an expert witness in Campagne Québec- Vie et al vs. Attorney-General of 
Québec in the Superior Court of Quebec. 


Served as an expert witness in Hughes v. Hughes, Supreme Court of British Columbia, 
Canada. 


Served as an expert witness in ADAMS & BOYLE, P.C., on behalf of itself and its 
patients; et al., Plaintiffs, v. HERBERT H. SLATERY III, Attorney General of 
Tennessee, in his official capacity; et al. In the United States District Court for the 
MIDDLE DISTRICT OF TENNESSEE NASHVILLE DIVISION (Case no. 3:15-cv- 
00705). 


Served as an expert witness in COMPREHENSIVE HEALTH OF PLANNED 
PARENTHOOD GREAT PLAINS, et al., Plaintiffs, RANDALL WILLIAMS, M.D., 
in his Official capacity as Director of the Missouri Department of Health and Senior 
Services, et al., Defendants. In the United States District Court for the Western 
District of Missouri Case No. 2:16-cv-04313-HFS). 


Served as an expert witness in COMPREHENSIVE HEALTH PLANNED 
PARENTHOOD GREAT PLAINS, et. al., Plaintiffs, v. JOSHUA D. HAWLEY, in 
his official capacity as Attorney General of Missouri, et. al., Defendants. In the Circuit 
Court of Jackson County, Missouri at Kansas City (Case No. 1716-CV24109). 


Served as an expert witness in GAINESVILLE WOMAN CARE LLC d/b/a BREAD AND 
ROSES WOMEN'S HEALTH CENTER, on behalf of itself, its doctor, and its patients; 
and MEDICAL STUDENTS FOR CHOICE, on behalf of its members and their patients, 
Plaintiffs, v. STATE OF FLORIDA; FLORIDA DEPARTMENT OF HEALTH; JOHN 
H. ARMSTRONG, M.D., in his official capacity as Secretary of Health for the State of 
Florida et al. In the Circuit Court of the Second Judicial Circuit in and for Leon County, 
Florida (Case No. 2015-CA-001323). 
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Served as a litigation consultant for WHOLE WOMAN’S HEALTH, et al., Plaintiffs, v. 
KEN PAXTON, et al., Defendants, State of Texas, In the United States District Court 
for the Western District of Texas Austin Division (Civil Action No.1:17-cv-00690- 
LY), September 2017. 


Served as an expert witness in COMPREHENSIVE HEALTH OF PLANNED 
PARENTHOOD GREAT PLAINS, et al. v. PETER LYSKOWSKI, in his official 
capacity as Director of the Missouri Department of Health and Senior Services, et al. In 


the United States District Court for the Western District of Missouri Central Division 
(Case No. 2:16-cv-04313). 


Served as an expert witness in Planned Parenthood Minnesota, North, Dakota, South 
Dakota, and Carol E. Ball, MD, Plaintiffs, vs. Dennis Daugaard, Governor SD, Marty 
J. Jackley, Attorney General SD, ALPHA CENTER, Sioux Falls, SD, Intervenors. 
House Bill 1217. In the United States District Court for the District of South Dakota 
Southern Division (Civ. 11-4071-KES). 


Served as an expert witness for the Office of the Attorney General, Civil Litigation 
Division as an expert witness on behalf of the State of North Dakota in defense of 
House Bill 1456. In the United States District Court for the District of North Dakota 
Southwestern Division (Case No. 1:13-CV-071). 


Affidavit submitted in a Brief of Women and Families Hurt by RU-486 as Amici Curiae in 
Support of Petitioners in the Supreme Court of the United States in the case of Terry 
Cline, in his official capacity as Oklahoma Commissioner of Health, et al., Petitioners, 
v. Oklahoma Coalition for Reproductive Justice et al., Respondents on Petition for a 
Writ of Certiorari to the Supreme Court of Oklahoma (Case NO: 111939), April, 2013. 


Provided Oral testimony as an expert witness for Senate Bill 49, State of Alaska March, 
2013 


Provided expert testimony for Ohio House Bill 78, Post-Viability Ban, March, 2011. 


Affidavit submitted in the case of PLANNED PARENTHOOD OF THE HEARTLAND vs. DAVE 
HEINEMAN, Governor of Nebraska: JON BRUNING, Attorney General of Nebraska; KERRY 
WINTERER, Chief Executive Officer, and DR. JOANN SCHAEFER, Director of the Division 
of Public Health, Nebraska Department of Health and Services; and CRYSTAL HIGGINS, 
President, Nebraska Board of Nursing, and BRENDA BERGMAN-EVANS, President, Nebraska 
Board of Advanced Practice Registered Nurses, In the United States District Court for the 
District of Nebraska (Case No: 4:10-cv-3122), July 1010. 


Affidavit submitted to the Supreme Court of the United States in support of Amicus Brief of Sandra 
Cano, the former “Mary Doe” of Doe v. Bolton and the American Association of Pro-Life 
Obstetricians and Gynecologists (AAPLOG) in Rosa Acunav. Sheldon C. Turkish, M.D., May, 
2008. 


Provided Oral Testimony, Health Sub-committee, Committee on Energy and Commerce, U.S. 
House of Representatives. H.R. 20, the Melanie 
Blocker-Stokes Postpartum Depression and Care Act, Washington, DC, May 1, 2007. 


Served as an Expert witness, Zallie v. Brigham, Camden, NJ, Superior Court of New Jersey 
Law Division, Camden County (Docket No: CAM-L-5528-04). 


Served as an expert witness, ROE ET AL. v. PLANNED PARENTHOOD, Hamilton County 
Court of Common Pleas (Case No: A0502691) Cincinnati, OH. 


Served as an expert witness for the defense in PLANNED PARENTHOOD MINNESOTA, 


NORTH DAKOTA, SOUTH DAKOTA, and CAROL E. BALL, M.D., Plaintiffs, v. MIKE 
ROUNDS, Governor, and LARRY LONG, Attorney General, Defendants, HB 1166, 
United States District Court for the District of South Dakota (Civil Case No.: 05-4077). 
December 2005-2012. 


Assisted legislation consultant, Vincent Rue, Ph.D. hired by Attorney General Phil Kline 
of Kansas in the defense of a mandatory underage sexual activity reporting statute 
(S.A.38-1522), AID FOR WOMEN v FOULSON, Federal District Court, October, 
2005 February 2006. 


Provided expert testimony for Ohio House Bill 239 pertaining to studies comparing the 
psychological effects of abortion versus childbirth, October 12, 2005. 


Provided expert testimony to the South Dakota Task Force to Study Abortion on post- abortion 
mental health literature accumulated since 1973. The task force consists of eight legislators 
and nine medical and legal professionals and interested lay persons charged with studying 
the application of medical, psychological, technological, societal, economic, and 
sociological developments and research to legislative and public policy formulations on 
abortion issues. South Dakota, September 21, 2005. 
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EXHIBIT 2 


IN THE SUPERIOR COURT OF FULTON COUNTY 
STATE OF GEORGIA 


SisterSong Women of Color 
Reproductive Justice Collective, 
et al., 

Plaintiffs, 
No. 2022CV367796 


V. 


State of Georgia, 


e N N N N N N) N N N 44 


Defendant. 


EXPERT REPORT OF DR. JEFFREY WRIGHT, 
M.D., F.A.C.O.G. 


I. BACKGROUND 


1. Iam over 18 years old, have personal knowledge of the matters set forth here, and am 
competent to make this declaration. The opinions here are mine alone, and they do not represent 
the opinions of any group. 


2. I am an obstetrician-gynecologist (ob/gyn) with more than 30 years of experience in 
practice. I did my premedical studies at the University of Houston from 1978 to 1980 and received 
my M.D. from the University of Texas Health Science Center at San Antonio, Texas (UTHSC- 
San Antonio) in 1984. I did my residency in ob/gyn at New Hanover Memorial Hospital in 
Wilmington, North Carolina and at UTHSC-San Antonio. I then did a fellowship in maternal-fetal 
medicine (MFM) at UTHSC-San Antonio, which I completed in 1990. After my fellowship, I 
returned to Wilmington, North Carolina to practice medicine. I started the first MFM practice in 
the region. My specialty focuses on the management of complicated pregnancies including chronic 
medical illness and pregnancy-related illness. I have served and continue to serve the full spectrum 
of our local population and care for patients of all economic, social, and educational levels. 


3. Iam board-certified by the American Board of Obstetrics and Gynecology. I received 
general board certification in 1991 and my MFM certification in 1992. I have been annually re- 
certified since 1999. 


4. I have practiced in various medical settings ranging from medical offices to 
sophisticated teaching hospitals. My roles have varied and evolved to meet the needs of the 
community. Currently, most of my time is in full-time clinical practice as an MFM consultant. 


5. My practice has also included teaching medical students and residents, as well as 
sonography students and nurses. During my MFM fellowship I was an Assistant Instructor in the 
Department of Obstetrics and Gynecology at UTHSC-San Antonio. From my return to North 
Carolina in 1990 until 1998, I was a Clinical Assistant Professor in the Department of Obstetrics 
and Gynecology at the University of North Carolina, Chapel Hill, and Director of Obstetrics at the 
Coastal Area Health Education Center. In that role, I revised the obstetrics portion of the ob/gyn 


residency training and created a series of didactic and experiential educational objectives. Since 
2010, I have been part of the adjunct clinical faculty for the ob/gyn residency at the New Hanover 
Regional Medical Center. In that role, I teach residents, medical students, and sonography students 
in my outpatient office and on the inpatient high-risk obstetrics service. 


6. I ama former abortion provider. From the start of my internship in 1984 until 1997, I 
personally performed elective abortions. I define elective abortion as a termination of pregnancy 
performed to end fetal life where an option exists to continue the pregnancy. This was a common 
part of my duties as a resident and fellow from 1984 to 1990. Elective abortions were a less 
common part of my job as an MFM specialist after 1990. 


7. From 1984 to 1986, while at New Hanover Memorial Hospital in Wilmington, I 
performed elective abortions by dilation & suction curettage (D&C) up to 14 weeks. I also 
performed abortions up to 20 weeks for mothers carrying fetuses with birth defects, using 
prostaglandin suppositories and/or oxytocin to induce labor. 


8. From 1986 to 1990, I performed abortions for purely elective reasons through 24 
weeks. I used methods including D&C, dilation & evacuation (D&E), and intrauterine instillation 
of saline or urea. I also continued to use prostaglandin and/or high-dose oxytocin for labor- 
induction abortions as well as D&E in cases of fetal anomalies. 


9. From 1990 to 1997, in cases of fetal anomaly, I performed abortions by D&E through 
16 weeks. I used prostaglandin suppositories and/or high-dose oxytocin for labor-induction 
abortions up to 20 weeks. 


10. I estimate that I have performed roughly 150 to 200 instillation abortions and 75 to 100 
D&E abortions. 


11. To prepare to draft this report, I reviewed — together with relevant literature including 
the studies I cite — the affidavits of Martina Badell, Carrie Cwiak, Whitney S. Rice, Samantha 
Meltzer-Brody, Jane Does 1-5, and Pamela Merritt. I also rely on my own personal experience 
gained from more than three decades caring for women as an OB/GYN/MFM consultant. 


12. A copy of my CV is attached as Exhibit A. 


II. EARLY HUMAN DEVELOPMENT - FERTILIZATION THROUGH VIABILITY 
OF FETUS 


13. From a scientific standpoint, the life of a human being begins at fertilization. As it has 
been explained: “At fertilization, the human being emerges as a whole, genetically distinct, 
individuated zygotic living human organism, a member of the species Homo sapiens, needing only 
the proper environment in order to grow and develop. The difference between the individual in its 
adult stage and in its zygotic stage is one of form, not nature.” ! 


' American College of Pediatricians. (2017, March). When human life begins. Last Viewed 
October 5, 2022 from https://tinyurl.com/ymcyrtzk. 


14. Fertilization typically occurs around 2 weeks LMP.” Over the ensuing 8 weeks an 
extraordinarily complex process involving simultaneous formation of a multitude of organs and 
anatomic structures occurs, such that by 8 weeks after fertilization a person’s organ systems and 
anatomic structures are essentially formed. For the rest of the pregnancy, most fetal development 
taking place is the fetus growing in size and refining organ function, as illustrated by the chart 
below taken from a document prepared by the CDC.? These are stages of development; the 
distinctness of the person does not differ from the moment of fertilization in any meaningful 
respect. 


PERIOD OF 
THE OVUM PERIOD OF THE EMBRYO PERIOD OF THE FETUS 


Weeks  Week3 | Week4 | Week5 | Weeké | Week? | Week8 | Week12 | Week16 | Weeks Week 38 


Period of 
early embryo 

development C N S eye 
and implantation. 
heart heart 


teeth external genitals 


Arms/Legs 


Oo External Genitals 


Pregnancy loss 


| Period of development when major defects in bodily structure can occur. Adapted. tom Moore; 1999 and 
P ! y ; the National Organization on Fetal Alcohol Syndrome (NOFAS) 2009 

Period of development when major functional defects and minor structural defects can occur. “This fetal chart shows the 38 weeks of pregnancy. Since it is difficult to know exactly when conception 
occurs, health care providers calculate a woman's due date 40 weeks from the start of her last menstrual cycle. 


15. As illustrated above, the human heart starts to develop at about four weeks after 
fertilization (or approximately 6 weeks LMP). It begins as a tubular structure and then, over a few 
weeks, loops and divides into a 4-chamber heart, including valves, veins returning blood to the 
heart, and arteries leading from the heart. The electrical system of the heart that is required for 
coordinated muscular contraction and pumping of blood begins at approximately 4 weeks after 
fertilization (6 weeks LMP) and can be recognized visually using ultrasound. 


16. Initially, this tiny human heart is not large enough to create a sound that can be detected 
by human ears without amplification. Listening devices that use Doppler technology, which is 
simply a form of ultrasound, can detect a human heartbeat 4 weeks from fertilization (6 weeks 
LMP) and transmit a sound that can be heard by the human ear. 


References to the gestational age of a developing embryo/fetus will be made in terms of time 
since the woman’s last menstrual period (LMP) to put the information in the same context as 
alleged in the Complaint. 


3 CDC. FASD Brochure. https://tinyurl.com/e2tks4m 


17. When we discuss hearing or seeing a heartbeat in common language, we are not being 
scientifically precise. Regardless of the instrument used, regardless of what we hear with our ears 
or see with our eyes, and regardless of whether we are a physician using an ultrasound machine or 
simply a curious person using a stethoscope, the sounds we hear are the flow of blood and the 
motion of valves that are caused by the rhythmic contraction of cardiac muscle that can be clearly 
seen with ultrasound. Trying to describe those visible movements and sounds as mere “cardiac 
activity” and denying that they represent a heartbeat is playing a semantic game. Regardless of the 
size of a human heart, the sounds and images we perceive related to the motion of that heart are in 
all ways a human heartbeat. 


18. Earlier I mentioned that unborn children are distinct from their mothers from the 
moment of fertilization. Saying that unborn children are distinct does not mean that they are 
independent. Though distinct, both before and after birth, the unborn child is fully dependent on 
others. This is so, moreover, regardless of their gestational age. All newborns, for example, 
regardless of the gestational age at birth, rely completely on other human beings for their survival. 


19. The term “viability” refers to the time in fetal development when the fetus has an 
opportunity to survive after birth using modern neonatal intensive care technology. There is no 
point in pregnancy where the survival of the newborn, or death of the newborn, would be certain. 
The earliest gestational age where there is a possibility of survival is currently 22 weeks. That said, 
most babies delivered at 22 weeks do not survive. Most of those that do survive have a very lengthy 
struggle and end up with severe long-term health problems. After 22 weeks the odds for survival 
and for survival without long-term health problems improve rapidly week to week. The newborn’s 
chances are good enough at 24 weeks that most physicians would consider a 24-week, otherwise 
healthy, newborn to be “viable.” The time frame of 22 to 24 weeks is called the “periviable period.” 


20. As mentioned above, even at the embryonic stage, an unborn human is a living human 
being distinct from the pregnant mother. That is why obstetricians and maternal fetal medicine 
physicians recognize that they have two patients, the pregnant mother and the unborn child. The 
LIFE Act supports this fact. 


II. BACKGROUND ON ABORTION AND PREGNANCY 
A. Why Women Seek Abortions 


21. As to the rate of abortions in the United States, the Guttmacher Institute estimates that 
in 2020, there were 14.4 abortions per 1000 US women aged 15 to 44.4 They estimate that more 
than half of those were early pregnancy medication abortions.’ Guttmacher also estimates that in 


4 Jones, R. K., Philbin, J., Kirstein, M., Nash, E., & Lufkin, K. (2022, June 15). Long-term decline 
in US abortions reverses, showing rising need for abortion as Supreme Court is poised to overturn 
Roe v. Wade. Guttmacher Institute. https://tinyurl.com/3wbcxw59 


` Jones, R. K., Nash, E., Cross, L., Philbin, J., & Kirstein, M. (2022, February 24). Medication 
abortion now accounts for more than half of all US abortions. Guttmacher Institute. 
https://tinyurl.com/4avurfrz 


2020, “one in five pregnancies ended in abortion,”® an increase from Guttmacher’s 2017 estimate 
that roughly 18% of pregnancies ended in abortion.’ 


22. Why do women report that they sought abortion? In 2005, Finer at al. published a study 
that sought to answer that question.® 


23. That study showed that the vast majority of abortions were sought because of social or 
economic issues. Patients commonly cited more than one reason for seeking an abortion. 1% 
indicated rape; less than 0.5% indicated incest. 13% cited concerns about fetal health and 12% 
cited concerns about maternal health. This may seem like a substantial fraction, but many reasons 
cited, such as gestational diabetes and pregnancy associated nausea, are conditions that are very 
treatable with commonly available medications. The key lesson from this and other studies is that 
most abortions are not performed because of conditions that pose a substantial threat to the 
pregnant woman’s physical health as defined by the LIFE Act or due to the pregnancy being 
medically futile. 


24. Turning next to when abortions are sought, the CDC estimates that, in 2019, 92.7% of 
abortions were performed at 13 weeks of gestation or earlier.’ 


25. Pregnancy is detectable much earlier than that. Inexpensive home pregnancy tests can 
detect a pregnancy as early as 10 days after fertilization (less than 4 weeks LMP). These tests are 
highly accurate at 14- to 15-days post fertilization (about 4 weeks LMP), which is when a missed 
menstrual period would first be noticed. It takes around two more weeks, as noted above, for 
embryonic development to reach the point at which an embryonic heartbeat would be visible with 
ultrasound or otherwise detectable. Even Planned Parenthood recognizes “cardiac activity” at 5-6 
weeks LMP from a heart that, while “not ... fully-formed,” is in “the earliest stage of the heart 
developing.” !° Until recently, moreover, Planned Parenthood called it a “very basic beating 
heart.” !! 


26. Some women seek abortions because of multiple pregnancy. In her affidavit, Dr. Badell 
states that selective reduction is necessary in high-risk obstetrics patients, particularly those 


é Jones, supra note 4. 


7 Guttmacher Institute. (2019, September). Induced abortion in the United States. 
https://tinyurl.com/2bx93m99 


8 Finer, L. B., Frohwirth, L. F., Dauphinee, L. A., Singh, S., & Moore, A. M. (2005). Reasons U.S. 
women have abortions: Quantitative and qualitative perspectives. Perspectives on Sexual and 
Reproductive Health, 37(3), 110-118. DOI: 10.1363/psrh.37.110.05 


° Kortsmit, K., Mandel, M. G., Reeves, J. A., Clark, E., Pagano, P., Nguyen, A., Petersen, E. E., 
& Whiteman, M. K. (2021). Abortion surveillance — United States, 2019. Morbidity and Mortality 
Weekly Report: CDC Surveillance Summaries, 70(9), 1-29, 1. Retrieved from 
https://www.cdc.gov/mmwr/volumes/70/ss/ss7009a1 .htm 


10 Planned Parenthood. (n.d.). What happens in the second month of pregnancy? 
https://tinyurl.com/yxw35jad 


1 Planned Parenthood. (n.d.). What happens in the second month of pregnancy? 
https://tinyurl.com/4953u4tx (screenshot of website cited in footnote 10 taken in July 2022) 


“carrying three or more fetuses or when indicated because of a fetal diagnosis in one fetus in a 
multiple pregnancy.” Badell Aff. | 43. Without some context on fetal reduction, this statement 
can mislead. 


27. Selective reduction is often promoted as a way to reduce preterm-birth-rate risk, but it 
is important to remember that selective reduction guarantees the death of one or more of the unborn 
children. A tragic side effect of selective reduction is decreased survival in terms of the overall 
number of fetuses. To be sure, there are very rare situations involving monochorionic twins where 
there is a severe growth restriction in one twin, severe twin-to-twin transfusion syndrome, or a 
situation where one twin never formed a functional heart, and where the umbilical cord of the 
critically ill twin must be occluded so that the healthier twin has some hope for survival. But those 
rare circumstances where one fetus harms the other’s chances of survival are the exception. 


28. A recent study, moreover, examined the effects of the practice of selective multifetal 
pregnancy reduction with trichorionic triplet pregnancies. It compared the “maternal, perinatal, 
and long-term outcomes of triplet pregnancies managed expectantly with those of pregnancies 
reduced to twins.”!? Because of “recently improved obstetric and neonatal care,” the researchers 
examined whether the prior practice could be altered. They found that the “rate of pregnancies 
with at least one survivor” and the “survival rate of neonates until discharge” were both “higher in 
the [expectant management] group than in” the group that underwent selective multifetal 
pregnancy reduction. In other words, by avoiding selective reduction, mothers improve the chances 
of carrying one or more babies long enough that the mother can have one or more surviving babies. 


29. As for selective reduction following invitro fertilization, IVF centers these days almost 
always implant a single embryo. They implant two at most. IVF triplets are exceedingly rare in 
contemporary medicine. When we do see IVF triplets it’s because one of the embryos split and 
formed a monochorionic twin pregnancy. There is also far more responsible use of ovulation 
induction agents these days and so infertility treatments in general rarely produce triplets or higher 
order pregnancies. In any event, given the findings of the Lee study, selective reduction in those 
rare cases in which IVF does result in triplets would not be required, and could actually reduce the 
likelihood of having at least one child survive. 


B. Pregnancy Complications 


30. Certain complications can arise during a pregnancy. One such complication is an 
ectopic pregnancy, which refers to any pregnancy implanted outside the uterine cavity. Ectopic 
pregnancies occur in approximately 2% of pregnancies. Medical and/or surgical treatment for 
ectopic pregnancy is not considered abortion. 


31. Another complication is miscarriage, which is also known by the term “spontaneous 
abortion.” Miscarriage occurs in approximately 15% of pregnancies. In most cases, the embryonic 
heartbeat ceases long before a miscarriage is clinically recognized. There are rare occasions where 
there is substantial hemorrhage from the uterus indicating miscarriage, but the fetal heartbeat 
remains. In those rare cases in which the hemorrhage represents a substantial and irreversible risk 


12 Lee, J. Y., Lee, S. M., Jeong, M., Oh, S., Hong, S., Choe, S., & Jun, J. K. (2022). Short-term 
and long-term outcomes of trichorionic triplet pregnancies with expectant management. Acta 
Obstetricia et Gynecologica Scandinavica, 101(1), 111-118. DOI: 10.111 1/aogs.14281 


to the mother’s reproductive organs, or where necessary to prevent her death, the LIFE Act allows 
for the termination of the pregnancy. 


32. Medical and/or surgical therapy for miscarriage is not considered abortion under the 
LIFE Act. Moreover, it is important to understand that the medical and surgical treatments for 
miscarriage are identical to the medical and surgical procedures that would be used to perform an 
abortion with a living embryo or fetus. The evaluation and treatment of miscarriage is something 
which begins to be taught at the medical student level. An OB/Gyn would be expected to be 
proficient in managing such situations within a few months into their first year of residency 
training. Nothing about the LIFE Act would limit or inhibit training in providing proper care for a 
patient experiencing a miscarriage. 


IV. TREATMENT OF PREGNANCY COMPLICATIONS 


33. Through my decades of practice and continuing study, I have developed a deep 
familiarity with the treatment of complications related to pregnancy. Most pregnancies proceed 
through childbirth without any significant or long-term impacts on the health of the mother. 


A. Maternal Complications 


34. We most often think of pregnancy as being a natural event that results in a happy ending 
for mother and child. While that is the case most of the time, there are instances where pregnant 
women can experience complications from their pregnancies that put their health at risk. The LIFE 
Act states that abortion is allowed in the case of “medical emergencies,” defined as a condition 
where abortion is necessary to prevent death “or the substantial and irreversible physical 
impairment of a major bodily function of the pregnant woman.” 


35. In determining how this provision would apply in medical practice, it is important to 
remember that medical diagnoses are not foolproof, and prognosis is not perfectly precise. While 
there is not a precise definition for what level of risk would qualify as “substantial,” the law is 
clear that the determination is made by the physician in his or her “reasonable medical judgment.” 
Physicians are trained to collect data, laboratory results, imaging studies, physical examination 
findings, and then use their best judgment to define the diagnosis and recommend therapies. That 
is the heart of medical practice. The LIFE Act does not require from the physician anything unusual 
or exceptional. 


36. Moreover, the medications and surgical procedures used to end a pregnancy at any 
gestational age involve risks. Terminating a pregnancy in a patient with a “medical emergency” 
does not guarantee a good outcome nor is it the primary or necessary treatment option in all cases. 


37. Nor is it uncommon in my practice for a pregnant patient to accept a “substantial” risk 
to their health and continue a pregnancy hoping to have a child. In my experience, most of those 
women are indeed successful. I am absolutely supportive of my patients’ informed decisions in 
those situations. I have not had the experience of a patient choosing to continue a pregnancy in a 
truly life-threatening situation and actually dying with her unborn child. But it is not uncommon 
for a potentially life-threatening situation to deteriorate into a truly life-threatening situation and 
the patient opting to end the pregnancy at that point. Close monitoring of potentially life- 
threatening situations generally allows the opportunity for a mother to do what she can to try to 
keep her baby. The LIFE Act does not require that an abortion be performed, nor does it prohibit 
an abortion if necessary to save the woman’s life. 


38. Assessing medical risk in these circumstances is complicated by the fact that not all 
pregnancies form properly and not all properly attach inside the womb. If the embryo does not 
develop from the beginning, meaning that the only thing that develops is the placenta, that is called 
an anembryonic pregnancy, and a miscarriage will occur. Most of the time, such a miscarriage 
involves a relatively small amount of bleeding and cramping. Sometimes the bleeding will be more 
serious. Procedures to evacuate the tissue remaining in the uterus are not abortions under the LIFE 
Act, which excludes “[r]emoving a dead unborn child caused by spontaneous abortion” from the 
definition of “abortion.” 


39. That statutory definition would include any time when the embryo or fetus is visible on 
ultrasound evaluation but does not have a heartbeat. In that situation, the LIFE Act allows 
termination of the pregnancy. The statutory exclusion would also include a complete molar 
pregnancy, which is an abnormality of the placenta where a complete fetus does not form. 


40. Another issue that may arise during a pregnancy is that an embryo with cardiac activity 
may be found within the fallopian tube, the interstitial portion of the fallopian tube, the peritoneal 
cavity, a prior surgical scar in the uterine wall, or the cervix. These are various types of ectopic 
pregnancies, which I discuss above, and are therefore excluded from the definition of abortion by 
the LIFE Act. 


41. Other complications can occur when the attachment of the placenta to the uterine wall 
is incomplete. If bleeding occurs at that site, it is termed a threatened miscarriage if it occurs prior 
to 20 weeks. If it occurs after 20 weeks, it is termed a placental abruption. Bleeding in such cases 
can be heavy enough to require termination of the pregnancy because of the serious risk to the 
mother’s health or life. The vast majority of life-threatening cases occur after fetal viability and 
the fetus survives after delivery by labor induction or cesarean. It is rare for such a hemorrhage to 
occur before viability, reach a life-threatening level, and also have a continued fetal heartbeat. 


42. This is so because severe maternal hemorrhage is typically accompanied by decreased 
oxygen delivery to the fetus, so in most cases, such a hemorrhage will cause the fetal heartbeat to 
stop. Should such a situation occur before viability, medical induction or a surgical procedure such 
as a dilation and evacuation (D&E) are used and are allowed under the LIFE Act whether there is 
a fetal heartbeat or not because of the serious risk to maternal health or even life. 


43. Other complications can arise when the cervix does not successfully prevent uterine 
infection. The cervix is the passageway from the vagina into the uterus. It serves as the conduit 
for sperm to enter the uterus and fallopian tubes and fertilize the egg. Generally, the cervix is 
highly effective at preventing vaginal bacteria from entering the uterus along that same pathway. 
However, it is not perfectly effective. In some cases, bacteria from the vagina can enter the uterus 
and cause infection. In those cases, the uterine contents must be removed and broad-spectrum 
antibiotics used to prevent permanent damage to the uterus and to prevent the infection spreading 
throughout the mother’s body. The spread of the infection could lead to sepsis and death. This type 
of infection most commonly occurs later in pregnancy after fetal viability and the fetus could be 
delivered alive by labor induction or cesarean. However, it can sometimes occur prior to fetal 
viability and the procedures to end the pregnancy, labor induction or D&E, would be medically 
necessary and thus allowed under the LIFE Act. 


44. There are other complications that can develop during pregnancy, but as noted above, 
they are rare and most are treated in a way that protects both the mother and unborn child. For 
example, in order to provide for the needs of a pregnancy, the mother’s heart and kidneys work 40 


to 50% harder. And occasionally, a woman will have a serious cardiac condition that will put her 
life in substantial jeopardy because the heart cannot meet the needs of the pregnancy. In those rare 
cases, the patient may develop heart failure or develop a life-threatening cardiac arrhythmia. The 
most life-threatening cases are described as World Health Organization class 4. Cardiac conditions 
described as World Health Organization class 3 do not have as significant of a risk, but can pose a 
substantial risk to maternal health in some cases. While there are some treatments, there are no 
truly effective therapies for these severe diseases. Such a situation would qualify as substantial, 
irreversible risk to maternal health and permit legal abortion under the LIFE Act. While there are 
various medications and sometimes even surgery that can be used to mitigate some of these 
conditions, there is generally no therapy that will effectively remove the maternal risk if these 
conditions were to develop. Should they develop at or post-viability, the child could be delivered 
via labor induction or cesarian section. Nevertheless, these situations will be evaluated and treated 
under the LIFE Act just as they were before the enactment of the statute—with abortion being 
permitted to preserve the mother’s life or to protect her from a substantial and permanent 
impairment of a major bodily function. 


45. There are also situations where the mother’s kidneys are challenged to cleanse her 
blood of toxins and to maintain proper balance of the body’s blood salts. These cases can be 
recognized by a simple laboratory measurement of serum creatinine. Generally, a serum creatinine 
level of 1.4 mg/dL or greater indicates kidney failure that may, in some cases, progress to the level 
requiring renal dialysis; and may progress to the point where there is irreversible damage to the 
maternal kidneys. This too would qualify as a medical emergency as defined by the LIFE Act. A 
creatinine level of 1.4 mg/dL represents the level at which substantial and irreversible risk is 
present, and pregnancy termination would be legal under the LIFE Act. 


46. It is also true that most women with such levels can have a surviving baby if they accept 
the risk and continue the pregnancy. As with every single pregnancy, follow up over the course of 
the pregnancy may reveal the development of a truly life-threatening condition that requires 
delivery and, here again, an abortion would be legal under the LIFE Act. 


47. Other risks arise from diseases like preeclampsia, and related diseases including 
eclampsia, HELLP Syndrome, and mirror syndrome, which occur in approximately 4% of 
pregnant women. These illnesses are unique to pregnancy. Most of these cases occur after the time 
of fetal viability and can be managed long enough to allow delivery of a child, who survives. 
Delivery is the only therapy that resolves the illness. It is rare for one of these illnesses to reach a 
life-threatening level before viability. In those rare pre-viability situations, pregnancy termination 
is recommended medically and is permitted by the LIFE Act. 


48. A number of other diseases would potentially meet the LIFE Act’s standard. But in that 
regard, it is important to bear in mind that medical diagnosis is not made with absolute certainty. 
Furthermore, prognosis regarding ultimate outcome is also imperfect and often varies between 
physicians. It is therefore not possible to make one single perfect list that applies perfectly to every 
clinical situation. As is stated in the LIFE Act, it is ultimately the physician’s “reasonable medical 
judgment” which must be applied. The LIFE Act specifically supports and empowers physicians 
in their practice of medicine and in the use of their judgment. Moreover, this supports the special 
nature of the physician-patient relationship. The LIFE Act does not interfere with the physician- 
patient relationship any more than does general tort law providing for medical malpractice liability. 
Medical practice is a very highly regulated profession, and the LIFE Act is nothing unusual in that 
regard. 


49. Indeed, the LIFE Act enhances and facilitates the physician’s relationship with one of 
the two patients involved in a pregnancy, namely, the fetus. The practice of obstetrics and of 
maternal fetal medicine involves the care of two patients, mother and fetus. States have many laws 
providing for the protection of natural persons after birth. The LIFE Act recognizes and protects 
the second patient, the fetus, which medical science recognizes is a living and distinct individual 
from the mother. The LIFE Act therefore enhances the physician-patient relationship with the 
unborn child. 


B. Birth Defects 


50. Beyond the possible complications related to the mother’s health, there are also 
complications that can affect the health of the baby. Birth defects occur in approximately 3% of 
newborns.'? Many of those (facial clefts, cardiac septal defects, etc.) are not life-threatening if 
treated and can be cured by surgical treatment in early childhood. Other defects, such as limb 
defects and hearing loss, are treated life-long, but not fully cured by medical technology. Most 
people affected by birth defects live full and productive lives. 


51. Some defects, such as Trisomy 13 or anencephaly, greatly limit the chances for long 
term survival in utero and after birth. Fortunately, such life-limiting anomalies are rare. 
Collectively, they occur in less than 1% of pregnancies. '* In the past, those anomalies were 
sometimes called “lethal.” However, we currently recognize that those fetuses are living within 
the womb. Experience teaches that these children can survive sometimes for extended periods after 
delivery. Parents choose whether the care for the newborns is provided to try to prolong life; or 
whether a palliative care approach is best. 


52. Given the contemporary understanding of life within the womb, our profession now 
views these very serious birth defects as “life limiting,” not as “lethal.” There is no medical reason 
in these cases to hasten the end of the fetus’s life and these conditions do not in general put the 
mother in any greater medical risk. There are times when the premature termination of pregnancy 
is necessary because of complications such as an enlarging fetal head that would prevent safe 
delivery if allowed to continue to enlarge. 


53. The LIFE Act allows (but does not require) termination of such pregnancies under the 
exception for medically futile pregnancies. Again, the reliance on the physician’s judgment, 
coupled with no requirement to take any specific course, is empowering to the individual physician 
and the patient and is supportive of the physician-patient relationship. 


54. For these complications, absent a serious threat to the mother’s health or life, a 
“Perinatal Hospice” or “Perinatal Palliative Care” approach is appropriate. In such an approach, 
patients are able to experience some time with their child. They tend to feel that they “did 


D CDC. (2020, October 26). Birth defects data & Statistics. 
https://www.cdc.gov/ncbddd/birthdefects/data.html 


14 Goal, N., Morris, J. K., Tucker, D., de Walle, H. E. K., Bakker, M. K., Kancherla, V., Marengo, 
L., Canfield, M. A.,...& Morgan, M. (2019). Trisomy 13 and 18—Prevalence and mortality—A 
multi-registry population based analysis. American Journal of Medical Genetics, 179(12), 2382- 
2392. DOI: 10.1002/ajmg.a.61365. 


10 


everything they could”. In my experience, even in those difficult situations, avoiding a hasty 
pregnancy termination results in better maternal psychological outcomes. 


V: EFFECT OF ABORTION BAN ON PHYSICIAN/PATIENT RELATIONSHIP & 
THE MEDICAL PROFESSION 


55. I have addressed previously my view on how the LIFE Act recognizes both the 
humanity of the child and the health of the mother. It is also my opinion that it does so without 
harming the physician/patient relationship specifically or the medical profession more generally. 


56. I accordingly disagree with Plaintiffs’ experts’ conclusion that the LIFE Act will 
adversely affect the physician/patient relationship. E.g., Affidavit of Martina Badell, M.D. { 28. 
Physicians will continue to see patients, listen to patients’ concerns, and work to provide them 
with the best therapy. States typically have laws restricting or regulating the use of various 
therapies including opiate pain medication, marijuana, etc. Laws regulating the practice of 
medicine do not unduly interfere with the physician/patient relationship. On the contrary, they 
protect patients from inappropriate therapies and insulate physicians from unreasonable patient 
demands. It is particularly appropriate that laws would exist to protect the most vulnerable patient, 
the pre-born child. 


57. The LIFE Act respects the physician/patient relationship for the mother as well as for 
the pre-born child. In situations where the mother develops a serious life-threatening condition or 
one that creates a substantial risk of irreversible physical impairment to a major bodily function, 
termination of pregnancy remains available based on the judgment of the physician and consent of 
the patient. The statute also does not require the continuation of a pregnancy that is medically 
futile. By also providing exceptions for pregnancy resulting from rape and/or incest (circumstances 
comprising less than 1.5% of all abortions), the physician/patient relationship is not compromised, 
but focused on the wellbeing of both the mother and the pre-born child. The only excluded 
abortions are non-medically necessary, elective abortions. 


58. Plaintiffs are also wrong to suggest that the LIFE Act will harm physician abortion 
training in the state of Georgia. As stated above, the medical and surgical procedures used for 
elective abortions are the same as those used to treat spontaneous miscarriages. Miscarriage occurs 
in approximately 15% of pregnancies, so trainees in OB/Gyn residencies have substantial 
experience in providing care in these circumstances. Moreover, later pregnancy termination 
procedures, such as D&E after 16 weeks, are already specialized procedures limited to only a few 
operators with specialized training made necessary by the significant risks to the mother. That has 
been the case for many years and will not be affected by this new law. 


59. Finally, while there are substantial protections on the privacy of patient medical 
records, there are also many exceptions that allow governmental and non-governmental actors to 
legally review and obtain access to a patient’s medical records. The LIFE Act does not create an 
unusual new government power, nor would the reporting requirement alter the way that a 
responsible doctor would care for his or her patients. 


I hold these opinions to a reasonable degree of scientific certainty, and I declare under 
penalty of perjury that the foregoing is true and correct. 


Executed on October 11, 2022. Q Iw 


DR. JEFFREY WRIGHT, M.D., F.A.C.0.G. 
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EXHIBIT A 


Jeffrey Wright, MD FACOG 


eee 
amen m TINE 


PREMEDICAL STUDIES The University of Houston, Texas 1978-80 


MEDICAL SCHOOL The University of Texas Health Science Center at San Antonio, Texas, 
1980-84 


RESIDENCY Obstetrics and Gynecology 
New Hanover Memorial Hospital, Wilmington, North Carolina, 1984-86 
The University of Texas Health Science Center at San Antonio, 1986-88 


FELLOWSHIP Maternal-Fetal Medicine 
The University of Texas Health Science Center at San Antonio, 1988-90 


LICENSED North Carolina, 1985; Texas, 1988 


CERTIFICATION American Board of Obstetrics and Gynecology, 1991 
Subspecialty Maternal-Fetal Medicine, 1992 


EXPERIENCE 
The University of Texas Heath Science Center at San Antonio, 1988-90 
* Designed and implemented second year medical student obstetrics curriculum 
* Cofounded the first fetal diagnostic unit at UTHSCSA 
* Invented and patented a method and needle guide for first trimester amniocentesis 
* Designed, executed, and published numerous Clinical studies 
Saata Area Health Education Center, 1990-98 
Director of Obstetrics for the freestanding Ob/Gyn residency: Designed and executed a 
revision of the obstetrics curriculum that resulted in a dramatic reduction in resident 
graduate board failure and a near perfect pass rate. 

* Founded the first Maternal-Fetal Medicine consultative practice in Southeastern North 
Carolina, Womens Health Specialties, Maternal Fetal Medicine. 

e Medical Director of Obstetric Services for New Hanover Regional Medical Center: 

o Planned and executed, in coordination with nursing management, a nursing 
education program that resulted in a high level of competency in Labor and 
Delivery as well as Antepartum and Postpartum nursing. 

o Lead a performance improvement program that developed care pathways 
resulting in multimillion dollar cost of care savings and decrease in length of stay 
while advancing quality of care and patient satisfaction measures. 

Atlantic Fetal Medicine 1999-current 

* Founded an independent Maternal-Fetal Medicine practice from scratch. Designed and 
implemented the space, equipment, personnel, billing, records, patient safety, and 
financial management systems. Designed and implemented consultation request and 
reporting systems to optimize communication with referring obstetricians based on 
feedback from referring obstetricians. Achieved to greater than 300 patient visits per 
month by tenth month of operation. 

* 2010-2015 Founded an "imbedded" Maternal-Fetal Medicine practice within a 9 
physician general OB/Gyn practice. Designed and implemented, with full buy in from 
general obstetricians, evidence- based best practice guidelines for general obstetrics. 
Developed and implemented, with full buy in from general obstetricians, evidence- based 


best practice guidelines and safety checklists for inpatient high-risk obstetrics. Acquired 
by Atrium Health in 2012. 

e 2015- current. Designed and expanded Atlantic Fetal Medicine (under the ownership of 
Atrium Health) to more fully meet the regional need for maternal fetal medicine care. 
Trained >10 sonographers now capable of state of the art first trimester detailed 
anatomy, NT scanning, second trimester detailed fetal anatomy and 5 now certified in 
fetal echocardiography. Blessed with a practice colleague, Imelda Odibo, MD in 2015. 
Acquired by Novant Health in 2021. 


PUBLICATIONS 
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Wright, J. W., Ridgway, L. E., Patterson, R. M.: Adjusting the loading dose of magnesium 
sulfate for tocolysis. Am. J. Obstet. Gynecol. 1990; 163:889-92. 


Wright, J. W., Patterson, R. M., Ridgway, L. E., Berkus, M. D.: Effect of tocolysis on fetal 
umbilical velocimetry. Am. J. Obstet. Gynecol. 1990; 163:748-50. 


Ridgway, L. E., Muise, K., Wright, J. W., Patterson, R. M., Newton, E.R.: A prospective 
randomized comparison of oral terbutaline and magnesium oxide for the maintenance of 
tocolysis. Am J. Obstet. Gynecol. 1990; 163:879-82. 


Wright, J. W., Ridgway, L. E.: Sources of variability in umbilical artery S:D ratios: 
Implications of The Poiseuille equation. Am. J. Obstet. Gynecol., 1990; 163:1788-91. 


Serrano, C.W., Wright, J. W., Newton, E. R.: Surgical Glove Perforation in Obstetrics. 
Obstet. Gynecol. 1991; 77:525. 


Wright, J.W., Seelig, C.B., Ridgway, L.E.: Volume of Distribution of Magnesium: 
Preeclampsia vs Preterm Labor. J. Am Coll Nutr., 1994; 13:497-501. 


Wright, J.W., Ridgway, L.E., Wright, B.D., Covington, D.L., Bobitt, J.R.: The Effect of 
Magnesium Sulfate on Fetal Heart Rate Monitoring in the Preterm Fetus. J. Reprod. 
Med., 1996; 41:605-608 


Zain, H.A., Wright, J.W., Parrish, G.E.: Fetal Heart Rate Tracing Interpretation; Effect of 
Neonatal Outcome. J. Reprod. Med. 1998; 43:367-370. 


Holt, R.O., Wright, J.W., Diehl, S.J.: Station at the Time of Epidural Placement Appears 
to be a Better Predictor of Cesarean Section Risk than Cervical Dilation. Obstet. 
Gynecol. 1999;93:281-4. 


Antonelli, N., Deihl, S.J., Wright J.W.: Use of Nonoxynol-9 for Therapy of Vaginal 
Trichomoniasis. Am. J. Obstet. Gynecol. 2000; 182(5): 1008-10. 


PATENT 
U. S. Patent Number 5,147,335. Transurethrovesical Biopsy, Amniocentesis and 
Biological Sampling Guide, September, 1992. 


ABSTRACTS 
Wright, J.W., Patterson, R.M., and Pouliot, M.R.: Parenteral terbutaline and umbilical 
velocimetry in idiopathic preterm labor. Abstract #56 presented at the 35th Annual 


Meeting of the Society for Gynecologic Investigation, Baltimore, Maryland, March 17-20, 
1988. 


Wright, J.W., Ridgway, L.E., Patterson, R.M.: Apparent volume of distribution of 
magnesium in preterm labor patients. Abstract #162, presented at the Tenth Annual 
Meeting of the Society of Perinatal Obstetricians, Houston, Texas, January 23-27, 1990. 


Wright, J.W., Ridgway, L.E., Berkus, M.D., Patterson, R.M.: Effect of betamimetics on 
umbilical vascular resistance. Abstract #22, presented at the Tenth Annual Meeting of 
the Society of Perinatal Obstetricians, Houston, Texas, January 23-27, 1990. 

Wright, J.W., Ridgway, L.E., Gibbs, R.S.: Effect of oral magnesium on serum ionized 
calcium. Abstract #172, presented at the Tenth Annual Meeting of the Society of 
Perinatal Obstetricians, Houston, Texas, January 23-27, 1990. 


Wright, J.W., Ridgway, L.E., Moore, C.M.: Transurethrovesical Amniocentesis: A new 
approach to early amniocentesis. Abstract #237, presented at the Tenth Annual 
Meeting of the Society of Perinatal Obstetricians, Houston, Texas, January 23-27, 1990. 


Ridgway, L.E., Muise, K., Patterson, R.M., Wright, J.W., Newton, E.R., Gibbs, R.S.: A 
prospective randomized comparison of oral terbutaline and magnesium oxide for the 
maintenance of tocolysis. Abstract #157, presented at the Tenth Annual Meeting of the 
Society of Perinatal Obstetricians, Houston, Texas, January 23-27, 1990. 


Wright, J.W., Ridgway, L.E.: Sources of Variability in Umbilical S:D Ratios in term 
pregnancy. Abstract #305, presented at the 37th Annual Meeting of the Society of 
Gynecologic Investigation, St. Louis, Missouri, March 21-24, 1990. 


Wright, J.W., Ridgway, L.E.: Volume of Distribution of Magnesium: Preterm Labor vs 
Preeclampsia. Abstract #535, presented at the 37th Annual Meeting of the Society for 
Gynecologic Investigation, St. Louis, Missouri, March 21-24, 1990. 


Ridgway, L.E., Wright, J.W., Heinz, R.: |-Antigen Agglutination Test for the Differentiation 
of Fetal and Maternal Red Blood Cells. Abstract #161, presented at the 37th Annual 
Meeting of the Society for Gynecologic Investigation, St. Louis, Missouri, March 21-24, 
1990. 


Wright, J.W., Ridgway, L.E., Moore, C.M.: Transurethrovesical Amniocentesis: A new 
approach to early amniocentesis. Presented at the Texas Genetics Society, Austin, 
Texas, March 22-24, 1990. 


Serrano, C.W., Wright, J.W., Newton, E.R.: Glove Perforation in Obstetrics, presented at 
the Annual Meeting of the Infectious Disease Society for Obstetrics and Gynecology, 
Seattle, Washington, August 8-11, 1990. 


Wright, J.W., Ridgway, L.E., Covington, D.L.: Magnesium: What Level is Therapeutic? 
Abstract #468, presented at the Eleventh Annual Meeting of The Society of Perinatal 
Obstetricians, San Francisco, California, January, 1991. 


Ridgway, L.E., Berkus, M.D., Wright, J.W.: A Randomized Comparison of Intracervical 
PGE2 Versus Intracervical Prostin and Lamicel Cervical Dilator for Ripening of the 


Unfavorable Cervix, Abstract #223, Presented at the Eleventh Annual Meeting of the 
Society of Perinatal Obstetricians, San Francisco, California, January, 1991. 


Ridgway, L.E., Wright, J.W., Newton, E.R.: The Effect of Indomethacin on Fetal Heart 
Biometry. Abstract #376 presented at the Eleventh Annual Meeting of the Society of 
Perinatal Obstetricians, San Francisco, California, January, 1991. 


Wright, J.W., Ridgway, L.E., Wright, B.D., Covington, D.L., Bobitt, J.R.: The Effect of 
Magnesium Sulfate on Fetal Heart Rate Monitoring in the Preterm Fetus, Abstract #138, 
presented at the Twelfth Annual Meeting of the Society of Perinatal Obstetricians, 
Orlando, Florida, February, 1992. 


Wright, B.D., Wright, J.W., Covington, D.L: Impact of External Cephalic Version on 
Cesarean Section Rates. Presented at the ACOG District IV Annual Meeting, San Juan, 
Puerto Rico, November, 1992. 


Wright, J.W., Zain, H.A., Parrish, G.E.: Fetal Heart Rate Tracing Interpretation; Effect of 
Neonatal Outcome, Abstract #425 presented at the 14th Annual Society of Perinatal 
Obstetricians, Las Vegas, Nevada, January 1994. 


Arcangeli, S., Diehl, S.J., Wright, J.W.: A Brief Educational Intervention Trial to Increase 
Breastfeeding Rates among Low-Income Women. Presented ACOG 44th Annual 
Clinical Meeting, Denver, Colorado, April 1996. 


Wright, J.W., O'Shaughnessy, J.A.: Lessons for Success with Clinical Cost Reduction 
Initiatives: A Physician's Perspective. Presented at the 22nd Annual Meeting of the 
National Association for Healthcare Quality, Orlando, Florida, September 1997. 


Joseph, D.B., Wright J.W., Diehl, S.J, Steinkraus, G.: Accuracy of Patient-Obtained 
Cultures for Group B Streptococcus Compared to Clinician-Obtained Cultures. 
Presented at the 45th Annual Meeting of the American College of Obstetricians and 
Gynecologists, Las Vegas, Nevada, May 8, 1997. 


Holt, R.O., Wright, J.W., Diehl, S.J.: Station at the Time of Epidural Placement Appears 
to be a Better Predictor of Cesarean Section Risk than Cervical Dilation. Presented at 
the 46th Annual Meeting of the American College of Obstetricians and Gynecologists, 
New Orleans, Louisiana, May 12, 1998. 


EXHIBIT 3 


IN THE SUPERIOR COURT OF FULTON COUNTY 
STATE OF GEORGIA 


SISTERSONG WOMEN OF COLOR 
REPRODUCTIVE JUSTICE 
COLLECTIVE, et al., 

Case No. 2022CV367796 
Plaintiffs, 
EXPERT REPORT OF 
v. FARR A. CURLIN, M.D. 


STATE OF GEORGIA, 


Defendant. 


EXPERT REPORT OF FARR A. CURLIN, M.D. 


l. I, Farr A. Curlin, do hereby state under oath that I am of at least 18 years of age, 

and I am competent to testify. 

BACKGROUND AND QUALIFICATIONS 

2: I am the Josiah C. Trent Professor of Medical Humanities in the Trent Center for 
Bioethics, Humanities, and History of Medicine, and Professor in the Department of Medicine, at 
Duke University. I am also Co-Director of the Theology, Medicine, and Culture Initiative at Duke 
Divinity School and Senior Fellow in Duke University’s Kenan Institute for Ethics. Prior to joining 
the Duke University faculty in January 2014, I served on the faculty of the University of Chicago. 
3. I am licensed to practice medicine and maintain medical licensure in the State of 
North Carolina. I am a general internist with board certification in Internal Medicine, as well as 
subspecialty board certification in Hospice and Palliative Medicine. From 2001 to 2013, I practiced 
general internal medicine, maintaining an outpatient primary care clinic from 2001 to 2008, and 


attending on the inpatient wards at the University of Chicago Hospitals from 2003 until I moved 


to Duke University at the end of 2013. Since January 2014, I have served as a palliative medicine 
consultant and hospice physician at Duke University. 

4. I completed a fellowship in clinical medical ethics at the University of Chicago, 
and I have served on the medical ethics faculties of the University of Chicago and Duke University 
for 18 years, providing clinical ethics consultations (at the University of Chicago), attending 
regular ethics case conferences, teaching medical ethics, and completing research studies and other 
scholarly work regarding medical ethics. In addition, I was named to the Greenwall Foundation 
Faculty Scholars Program in Bioethics, through which, over the subsequent decade, I met 
numerous times with a community of leading scholars in bioethics. 

5. My work on medical ethics has included peer-reviewed publications, invitations to 
lecture at universities nationwide and internationally, and being asked to speak as an expert before 
national advisory bodies. I have received awards in bioethics. My training, research, and 
experience give me familiarity with professional ethical norms regarding clinical medicine—their 
content, history, and application to clinical contexts, including the context of abortion. 

6. In addition, I completed a two-year postdoctoral fellowship in health services 
research at the University of Chicago, and I have spent a substantial portion of my time since then 
conducting and publishing empirical research, including research on physicians’ attitudes and 
practices regarding abortion. This training and experience give me added expertise in interpreting 
and applying scientific data to clinical contexts. 

Ta In this report I consider the Plaintiffs’ allegations articulated in the Complaint 
regarding the Georgia statutes regulating abortion that they challenge. What follows reflects my 
expert opinions regarding this case, offered to a reasonable degree of scientific certainty. This 


report presents my independent, expert opinions based on my study, training, and experience as a 


physician, medical ethicist, and health services researcher, my review of relevant scholarly 
literature, and my discussions over the years with colleagues in medicine and bioethics. I do not 


speak for Duke University, nor is the report intended to represent the opinions or policies of Duke 


University. 

8. My most recent curriculum vitae, which lists my publications, is attached to this 
report as Exhibit A. 

9. As part of my preparation of this report, I have reviewed the following materials, 


in addition to the references cited in my report: 
a. Georgia House Bill 481 (“H.B. 481”) 
b. Verified Complaint (“Complaint”) 
c. Affidavit of Carrie Cwiak, M.D., M.P.H. (“Cwiak”) 


d. Affidavit of Whitney Rice, DrPH, M.P.H. (“Rice”) 


e. Response to Motion for Interlocutory Injunction and Temporary Restraining 
Order (“Response”) 
SUMMARY OF OPINIONS 
10. Abortion has long been considered ethically problematic because it appears to 


involve unjust discrimination and intentionally killing another human being. Abortion has been 
considered especially problematic for medical practitioners because killing contradicts the 
profession to heal. Both the state and the medical profession have ethical obligations, recognized 
across the centuries, to protect the unborn from being killed unjustly. H.B. 481 facilitates the 
achievement of these obligations while also allowing physicians to do what is necessary to 
preserve the health and life of a pregnant woman. The law thereby circumscribes the scope of 


patients’ and physicians’ authority in a way that reflects well established ethical norms. It also 


helps to preserve the integrity of the medical profession, which has been undermined by the 
extensive practice of facilitating elective abortions. 
THE ETHICS OF ABORTION 

11. As reflected in the law, abortion has long been regarded as ethically problematic. 
In the Dobbs decision, the U.S. Supreme Court noted that, “At common law, abortion was criminal 
in at least some stages of pregnancy and was regarded as unlawful and could have very serious 
consequences at all stages,” and that until Roe v. Wade, most U.S. states, including Georgia, 
likewise had laws prohibiting abortion except in narrow circumstances.' These laws reflect 
centuries of ethical consensus that abortion contradicts a universal norm—do not kill the innocent. 
This norm is a starting point for further ethical reasoning, so foundational that not even those who 


advocate for abortion challenge it. 


Abortion indisputably kills a human being. 

12: The Plaintiffs make a bafflingly assertion that there is a “consensus among the 
scientific community that an embryo is neither ‘living’ nor ‘distinct’ at six weeks LMP.”? The 
Plaintiffs cite no basis for this claim, which is plainly false. Not only is there no such consensus, 
but I am not aware of any embryologist or biologist who has publicly affirmed or would affirm 
what the Plaintiffs assert. 

13. On the contrary, it is an uncontroversial scientific holding that an organism is: “An 
individual living thing that can react to stimuli, reproduce, grow, and maintain homeostasis.”? In 


their popular biology textbook, Miller and Levine write, “Every organism has a particular pattern 


' Dobbs v. Jackson Women’s Health Organization, 142 S. Ct. 2228, 2248 (2022). 
> Complaint $ 61 


3 Organism. (n.d.) In Biology online dictionary. Retrieved from https://www.biology-online.org/dictionary/Organism 
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of growth and development. During development, a single fertilized egg divides again and again. 
As these cells divide, they differentiate, which means they begin to look different from one another 
and to perform different functions ...”4 All human organisms began in this way. 

14. Moore and Persaud, in their embryology textbook state what is again established 
science: 

Development begins at fertilization when a male gamete or sperm (spermatozoon) 

unites with a female gamete or oocyte (ovum) to produce a single cell—a zygote. 

This highly specialized, totipotent cell marked the beginning of each of us as a 

unique individual .... The unicellular zygote divides many times and becomes 

progressively transformed into a multicellular human being through cell division, 
migration, growth, and differentiation.” 

15. As for humans, scientifically speaking, “organism” and “being” are used 
interchangeably, as being implies existence (a human being is a human that exists),° and humans 
exist as organisms. In this respect, in affirming that an unborn child is “a member of the species 
Homo sapiens at any stage of development who is carried in the womb,”’ the Georgia legislature 


is pointing to a simple fact of human biology. The advent of technologies such as 3D ultrasound 


images of the fetus has made this fact even harder to ignore. 


Insofar as there is dispute about the fetus, it is about whether the fetus is a person. 
16. Some have argued that abortion is permissible because, although a human being, 


the fetus is not yet a person, where achieving personhood marks a point at which what formerly 


4 Miller KR, Levine JS. Miller & Levine biology, Student Edition. Boston, MA: Pearson; 2010:17 


5 Moore KL, Persaud TVN. The developing human: Clinically oriented embryology (7th ed.). New York: Saunders; 
2003: 3 


® See: https://www.merriam- 
webster.com/dictionary/being?utm_campaign=sd&utm_medium=serp&utm_source=jsonld 


TH.B. 481 


was a mere human organism (which may be killed) obtains sufficient “moral status” to have a 
claim against being killed. 
17. | What changes a mere human being into a person with moral status? In an essay 


published more than thirty years ago titled, “Personhood in the Bioethics Literature,”® 


philosopher 
and bioethicist Ruth Macklin observed that the literature on personhood already was “enormous” 
and that proposals for the criteria of personhood varied widely, from simply being a human being 
(one conceived by human parents), to having detectable brain waves of the sort a six-week-old 
fetus has, to displaying an array of reasoning and choosing capacities that early fetuses lack but 
which are also lacked by many patients with dementia, brain injuries, or cognitive disabilities. 

18. Some philosophers, Peter Singer of Princeton University most prominent among 
them, have followed to its logical conclusion the claim that only reasoning and choosing makes a 
mere human being into a person. Singer therefore claims that some infants might reasonably be 
killed prior to the development of this distinctively human capacity of reasoning.’ 

19. Macklin further notes that the great majority of efforts to define personhood have 
occurred within debates about abortion, where those who support abortion justify it by defining 
personhood in such a way that fetuses do not have it.!° As Macklin demonstrates in some detail, 
“personhood” is not a scientific concept, nor even a descriptive one. Rather, within the domain of 
medicine and medical ethics, the language of personhood invariably has been used prescriptively 
to identify those who the user believes require (or do not require) moral regard. Practically 


speaking, efforts to distinguish “mere” human beings from human persons are almost always made 


8 Macklin R. Personhood in the bioethics literature. The Milbank Memorial Fund Quarterly. Health and Society. 
1963;61(1): 35-57. 


? Singer P. Practical ethics (2™ ed.). Cambridge University Press; 1993: 175-217. 


10 Macklin, R. (1983). Personhood in the bioethics literature. The Milbank Memorial Fund Quarterly. Health and 
Society, 61(1), 35-57. doi: 10.2307/3349815 


to justify killing some category of human beings or allowing them to die. When our motive is to 
show regard, to care for another, we emphasize our commonalities—our shared humanity. So, for 
example, the Plaintiffs rightly emphasize the humanity of the women who seek abortions. When 
our motive is to exclude and to kill, however, we ignore or emphasize difference. So, in their 
arguments, the Plaintiffs problematically ignore the humanity of the fetus and the regard we 


therefore owe to him or her. 


Abortion involves unjust discrimination. 

20. With respect to abortion, the language of “personhood” and “moral status” is used 
arbitrarily to justify actions toward one vulnerable group that we would not permit toward any 
other group of human beings. In their textbook, The Principles of Biomedical Ethics, Beauchamp 
and Childress describe five different and incompatible bioethical theories of moral status,'' and 
they note that appeals to moral status have been used repeatedly over history to justify 
discrimination against vulnerable groups: 

The worry today is that some groups, especially vulnerable groups, may still be in 

a discriminatory social situation: They fail to satisfy criteria of moral status 

precisely because the dominant criteria have been tailored specifically to deny them 

partial or full moral status. Discussion in biomedical ethics has focused principally, 

though not exclusively, on whether the following are vulnerable groups of this 

description: human embryos, human fetuses, anencephalic children, research 

animals, and individuals in a persistent vegetative state. '7 
Abortion involves discrimination against those with disabilities. 


21. The Plaintiffs follow the pattern Beauchamp and Childress describe when they 


appeal to the concept of viability to conclude that a pre-viability fetus does not deserve moral 


11 Beauchamp, T. L., & Childress, J. F. (2012). Principles of biomedical ethics (7" ed.). New York: Oxford University 
Press. See pages 62-100. 


12 Beauchamp, T. L., & Childress, J. F. (2012). Principles of biomedical ethics (7" ed.). New York: Oxford University 
Press. See page 79. Emphasis added. 


regard. They allege that, because the fetus is “wholly dependent on the pregnant person for 
sustenance” and cannot survive outside the womb, !° the fetus therefore may be killed. 

22. Critiques from many in the disabilities community have led to growing societal 
appreciation for the fact that to be human is to be dependent—that the independent, autonomous 
self has always been something of a chimera, and that “viability” is always only partial. No infant, 
for example, can survive without a great deal of care by others, and even as adults none of us 
flourishes without the contributions of others. Appreciation of this fact led to the Americans with 
Disabilities Act, which “gives civil rights protections to individuals with disabilities similar to 
those provided to individuals on the basis of race, color, sex, national origin, age, and religion.” !4 

23. Turning to the Georgia law at issue in this case, H.B. 481 allows abortions when 
the fetus has a “profound and irremediable congenital or chromosomal anomaly that is 
incompatible with sustaining life after birth.” What it does not allow are abortions motivated by 
prejudice toward human beings with disabilities such as Down Syndrome, spina bifida, cerebral 
palsy, and other conditions that characteristically are treated medically in those who suffer them. 
The Plaintiffs concede that some abortions are motivated by such prejudice, '> and they protest the 
fact that H.B. 481 does not allow them to abort fetuses with diaphragmatic hernia or “many other 
similarly severe conditions [that] may not necessarily qualify as ‘medically futile’ under H.B. 
481.”!° Many such congenital abnormalities, however, become “lethal” only if adults are unwilling 


to provide the medical care and support they would ordinarily provide to neonates and infants. '7 


3 Complaint at 1 59 

4 https://adata.org/learn-about-ada, accessed 7/30/19 
5 Complaint at 1 42; Cwiak at J 9-10. 

ê Cwiak at J 46 

7 Koogler, Wilfond, Ross. 2003 


24. Killing a fetus to avoid caring for a disabled child is a paradigmatic example of 
unjust discrimination against those with disabilities. Such discrimination is pervasive in the 
practice of abortion. Indeed, recent studies estimate that two-thirds of all fetuses diagnosed with 
Down Syndrome in the United States are aborted, and that proportion is even higher in other 
countries. !8 

25. In sum, needing ongoing care from others, or not having developed yet (or having 
lost) some capacity, does not make a human being less human. Much less does it make a human 
being unworthy of the basic respect of not being deliberately killed. These facts heighten the state’s 
interest in encouraging recognition of the humanity of the unborn, whether or not they will go on 


to live with disabilities. 


Abortion compounds unjust disparities in health outcomes. 

26. The Plaintiffs also implicitly suggest that abortion is an important remedy for 
economic and racial disparities in the health outcomes of women and infants. They note that in 
Georgia, maternal mortality and infant mortality rates are twice as high among Black women 
compared to white women (a pattern found nationwide).'? They do not, however, show how 
abortion will address the root causes of these disparities. Rather, in a tragic irony, out of putative 
concern for minority women and their children, they propose to kill more minority children before 
they are born. That is what happens, according to the data they present: Not only are black infants 


twice as likely to die as white infants, but black fetuses are far more likely to be aborted than white 


'8 Natoli JL, Ackerman DL, McDermott S, Edwards JG. Prenatal diagnosis of Down syndrome: a systematic review 
of termination rates (1995-2011). Prenatal Diagnosis. 2012 Feb;32(2):142-53. 


1 Rice at J 22-23 


fetuses.” The Plaintiffs’ approach compounds and exacerbates rather than resolves the 


vulnerability of these women and their unborn children. 


H.B. 481 picks an unambiguous marker for the existence of a living human being. 

27. By contrast, H.B. 481 helps to protect black unborn children—and all other unborn 
children—from unjust discrimination. Because the concept of “personhood” serves within 
medicine and the law as a marker for a claim against being killed, that concept must have a 
nonarbitrary standard. That standard, in its least discriminatory form, is simply being a human 
being—one like us in the most basic and fundamental respects. H.B. 481 picks a point—when the 
heartbeat is detected—at which it is manifestly obvious even to a layperson that the fetus is a living 
human being, and after which there is more than 97% likelihood that the fetus will continue to 
develop into a neonate so long as the fetus is not killed through abortion.”! 

28. | Moreover, the human heartbeat is a universal marker that a living human being is 
present and may not be treated as if it were dead. To this day, except in the rare circumstances of 
whole brain death, death is clinically determined by the absence of a heartbeat.” Indeed, under the 
longstanding “dead donor rule,” organs cannot be harvested for transplant until after the heart has 
stopped beating.” When the heart stops beating, the human being becomes a corpse. 

29. Indeed, outside of the practice of abortion, whether a fetus has died (and its remains 


may be removed surgically) or is yet living (and therefore merits attention and care) is often 


20 T base this on the Plaintiffs’ claim that 65% of women undergoing abortion in Georgia are Black whereas only 33% 
of Georgia residents are Black. See Rice at 131 


21 Mukherjee S, Velez Edwards DR, Baird DD, Savitz DA, Hartmann KE. Risk of miscarriage among black women 
and white women in a U.S. Prospective Cohort Study. American Journal of Epidemiology. 2013;177(11):1271-8. 


22 Curlin F. Brain death: new questions and fresh perspectives. Theor Med Bioeth. 2019;40(5), 355-358 


23 Again, except in cases of death by whole brain criteria. See: Rady MY, Verheijde JL, McGregor J. Organ 
donation after circulatory death: the forgotten donor? Critical Care. 2006;10(5):166. 
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determined based on the presence or absence of a detectable heartbeat. Indeed, in one of the most 
famous public confessions of a medical mistake, Dr. David Hilfiker recounted a tragic case in 
which he mistakenly evacuated a living fetus from a mother’s womb, believing the fetus to have 
died because he had not detected a heartbeat.” 

30. It follows, then, that if H.B. 481 has led to the cancellation of hundreds of 
appointments for abortion,” it is achieving the state’s interest in protecting the living from being 


killed. 


ABORTION AND THE MEDICAL PROFESSION 
The weight of medical tradition opposes abortion. 

31. Apart from the general ethical problems with abortion, the weight of medical 
tradition has long seen abortion as incompatible with medicine, because it seems not only to 
involve killing the innocent, but also to involve physicians directly contradicting their professional 
obligation to heal only and never to (intentionally) harm. For more than two millennia, there was 
medical consensus that the commitment to do no harm, often referred to now as the principle of 
nonmaleficence, includes refusing to cause an abortion: From the Hippocratic reform movement 
in ancient Greece until shifts in some quarters starting in the 1960s, medical oaths and codes 
consistently condemned elective abortion as contradicting physicians’ constitutive professional 
commitment to never intentionally damage or destroy the health of another. The ancient 


Hippocratic Oath states, “I will not give to a woman an abortive remedy.”*° The World Medical 


24 Hilfiker D. Facing our mistakes. N Engl J Med. 1984;310(2):118-22 
25 Complaint at J 74 


6 Edelstein L. The Hippocratic Oath: Text, translation and interpretation. In Temkin O, Temkin CL, eds. Ancient 
Medicine. Baltimore: Johns Hopkins University Press; 1967: 3-63, reprinted in Lysaught MT et al, eds. On Moral 
Medicine, 3" edition. Grand Rapids: Eerdmans; 2013: 223 
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Association’s Declaration of Geneva, adopted in 1948 in response to corrupt uses of medicine 
during the Second World War, includes the promise, “I will maintain the utmost respect for human 
life, from the time of conception, even under threat.’ 

32. Itis true that, today, several prominent medical professional organizations either 
have a policy of neutrality toward abortion, or claim, as the American College of Obstetricians and 
Gynecologists (ACOG) does, that abortion is an essential part of healthcare. Such policies, 
however, mask persistent opposition to abortion among a large proportion of U.S. physicians, 
including members of these professional organizations. Indeed, in a large representative study of 
U.S. obstetrician gynecologists, my colleagues and I found that only one in seven (14%) ever 
performs abortions,” while 41% morally object to elective abortion in a typical case (failed 
contraception) at six weeks gestation.” Among U.S. physicians from all specialties, half (52%) 
objected to abortion in the context of failed contraception. *° 

33. | Moreover, as suggested by Dr. Hilfiker’s tragic mistake, even those physicians who 
support elective abortion do not disregard the fetus in other contexts. For instance, physicians 
caring for women routinely take great care not to harm the developing fetus. They sometimes 
refuse to prescribe medicines that are known to cause birth defects unless the patient is willing to 
commit to using contraceptives. They use careful shields against radiation when taking 
radiographic images, or even use alternative imaging modalities to avoid radiation altogether. 
27 As abortion became more widely practiced, the phrase “from the time of conception” was changed to “from its 
beginning” and then dropped. See Declaration of Geneva, original version (Declaration of Geneva. Adopted by the 
2nd General Assembly of the World Medical Association, Geneva, Switzerland, September 1948) as well as 
subsequent versions, all available at: https://www.wma.net/policies-post/wma-declaration-of-geneva/) 


28 Stulberg DB. Dude AM, Dahlquist I, Curlin FA. Abortion provision among practicing obstetrician gynecologists. 
Obstetrics and Gynecology. 2011;118(3):609-14. 


2? Harris L, Cooper A, Rasinski KA, Curlin FA, Lyerly AD. Obstetrician-gynecologists' objections to and willingness 
to help patients obtain an abortion. Obstetrics and Gynecology. 2011;118(4):905-912. 


3° Curlin FA, Lawrence RE, Chin MH, Lantos JD. Religion, conscience, and controversial clinical practices. New 
England Journal of Medicine. 2007;356(6):593-600 
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Whenever possible, when caring for pregnant women they choose medication alternatives that are 
less risky to the health of the fetus. Physicians have even developed methods for performing 
surgeries on the fetus in utero to preserve and restore the fetus’s health.*! Abortion contradicts 
physicians’ characteristic practice of treating the fetus with moral regard. 

Medical ethics and H.B. 481 allow physicians to do what is necessary to preserve a woman’s 
health, even if that causes the death of the fetus. 

34. The medical profession’s historic opposition to abortion does not mean it forbade 
doing what is necessary to preserve a woman’s life and health. On the contrary, physicians have 
always distinguished between intentionally harming a patient, which they should never do, and 
accepting the unintentional harms that often follow as side effects of healing interventions (so long 
as there is proportionate reason), which they often must do. Physicians routinely make such 
judgments under the ethical rule of double effect.” 

35. With respect to abortion, physicians have long recognized that it is often reasonable 
for a physician to take actions to preserve the life and health of a pregnant woman, even when 
those actions will foreseeably cause the death of the fetus. This is not a case of intentional killing, 


but of accepting the fetus’s death as a side effect when one has proportionately grave reasons to 


do so.*3 


3! Antiel R, Collura C, Flake A, Johnson M, Rintoul N, Lantos J, Curlin F, Tilburt J, Brown S, Feudtner C. Physician 
views regarding the benefits and burdens of prenatal surgery for myelomeningocele. Journal of Perinatology. 
2017;37(9):994-998; Antiel RM, Flake AW, Collura C, Johnson M, Rintoul N, Lantos J, Curlin FA, Tilburt J, Brown 
SD, Feudtner C. Weighing the social and ethical considerations of maternal-fetal surgery. Pediatrics. 2017;140(6). 


32 Sulmasy DP, Pellegrino ED. The rule of double effect: clearing up the double talk. Archives of Internal Medicine. 
1999;159(6):545-50. 


33 Two partial analogies with respect to medicine are (a) separating conjoined twins in a case in which one will die as 
an unintended but foreseen consequence of the procedure, and (b) triage in emergencies, in which scarce lifesaving 
support is given to one patient knowing that as a result another patient will go without that support. In neither of these 
cases is the death of the human being part of the doctor’s plan/intention, even though it is a foreseen side effect. 
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On medical emergencies 


36. H.B. 481 aligns with this central ethical norm by allowing for abortion in cases of 
medical emergency, defined as “a condition in which an abortion is necessary in order to prevent 
the death of the pregnant woman or the substantial and irreversible physical impairment of a major 
bodily function of the pregnant woman.”** The law also aligns with this norm by allowing for 
actions taken to remove ectopic pregnancies and to remove the remains of spontaneous abortions 
(miscarriage). 

37. The Plaintiffs nevertheless offer several speculations about how H.B. 481 might 
prevent them from doing what is needed to preserve their patients’ health. These speculations are 
red herrings. Only a small minority of obstetrician-gynecologists ever perform abortion, but all do 
what is needed to preserve the health of the pregnant women under their care. Similarly, I practice 
hospice and palliative medicine, and the fact that it is unlawful to intentionally kill a patient does 
not keep me or colleagues from treating pain and other symptoms aggressively, even when we 
know that our treatments may unintentionally hasten death. Physicians cannot care effectively for 
many of their sickest and most vulnerable patients without accepting some risk of harmful side 
effects. Based on my medical experience, however, it is not only possible, but generally 
straightforward, to tell the difference between actions that seek to heal (and which accept harms 
as a side effect), and those that intentionally harm and kill. 

38. The Plaintiffs claim, for example, that the statute’s medical emergency exception 
does not allow abortions for some women who “desperately need” the abortion to protect their 


health.’ They cite women with high blood pressure that might develop into a substantial threat to 


34 H.B. 481 
35 Complaint at $ 47 
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their health.*° They allege that in these and other cases, the medical emergency clause does not 
apply, because it does not allow for abortions needed to “reduce the risk of death or substantial 
harm to the pregnant woman.”*7 

39. In my expert opinion, the language of the medical emergency clause adequately 
addresses these cases, because it allows for “reasonable medical judgment” in determining when 
an emergency, as defined in the statute, exists. A medical emergency just is a state in which there 
is substantial risk of harm or death to the patient unless action is taken to protect a patient’s health, 
and that action can include evacuating the uterus if necessary. Physicians similarly follow a 
standard of reasonable medical judgment when determining whether a surgery or other procedure 
can be done without obtaining formal consent, or when an adult with a mental health problem can 
be involuntarily committed. I am not aware of obstetrician-gynecologists in any jurisdiction being 


prosecuted for causing the death of a fetus as part of a good-faith effort to preserve the health of a 


pregnant woman. 


On mental health and abortion 


40. H.B. 481 reasonably proscribes abortions that can only be justified by a claim that 
the abortion is necessary for a mental or emotional condition, including a claim that the woman 
will otherwise engage in self-harm. Although the Plaintiffs imply that abortion is necessary in 
some situations of “acute psychiatric emergency,”*® they give no evidence to support that 
allegation. To my knowledge, there is no psychiatric condition for which abortion is a medically 


indicated treatment. Specifically, abortion does not prevent suicide. 


36 Complaint at | 48 
37 Complaint at 1 69 
38 Complaint at $ 93 
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On spontaneous abortions and medical training 


41. The Plaintiffs further allege that H.B. 481 will prevent physicians from caring for 
patients with miscarriages, because in some circumstances (they allege) there is evidence of 
inevitable miscarriage while the fetus still has a heartbeat.*? But H.B. 481 defines abortion as 
including only actions taken “with the purpose to terminate a pregnancy,” and the purpose of 
evacuating the uterus in the context of a spontaneous abortion is not to end the pregnancy (which 
is recognized as ending spontaneously) but to preserve the woman’s health by reducing the risk of 
unnecessary bleeding and/or infection. 

42. Plaintiffs also allege that H.B. 481 is “decimating opportunities for physicians and 
medical students to provide and receive training in the provision of abortion and miscarriage 
care.”*° This claim is not plausible: Whereas only a small minority of obstetrician-gynecologists 
ever practice abortion, all learn to care effectively for women experiencing miscarriage. The fact 
that many obstetrician gynecologists opt out of abortion training makes clear that one need never 
participate in an abortion to learn how to care for patients experiencing a miscarriage. In addition, 
Plaintiffs acknowledge that “medications and methods used to provide abortion care are identical 


to those used to provide miscarriage care,”*! that almost half of abortions occur “at or before 6 


9942 9943 


weeks of pregnancy,” and that (they allege) abortion is “extremely safe.”*° If these are true, then 
the onus is on the Plaintiffs to demonstrate why physicians trained to provide miscarriage care are 


not technically competent to carry out an emergency abortion. 


39 Cwiak at f 53-54 
4 Complaint at J 76 
41 Cwiak at 133 
42 Cwiak at J 23 
83 Cwiak at § 37 
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H.B. 481 avoids risks associated with later term abortions. 

43. The Plaintiffs also describe abortion as “one of the safest outpatient medical 
procedures in the United States,”*4 but abortion carries real risks, including bleeding, retained 
tissue, infection, as well as uterine injury and anesthetic complications for surgical abortion. 
Sometimes women die from abortion. Moreover, as the Plaintiffs acknowledge, these risks 
increase as pregnancy advances.*° Indeed, analysis of data from the U.S. Abortion Mortality 
Surveillance System found that, “Gestational age at the time of abortion was the strongest risk 
factor for abortion-related mortality,” and that, although the researchers did not analyze differences 
prior to eight weeks, “the risk of a woman dying from abortion rises exponentially after 8 weeks’ 
gestation.” 47 

44. According to the Centers for Disease Control and Prevention,“ moreover, two- 
thirds (65.4%) of abortions are conducted at <8 weeks’ gestation, and among these, at least half 
are conducted at <6 weeks’ gestation. ? Moreover, compared to women who undergo abortion at 
<8 weeks’ gestation, those who undergo abortion at 11 to 12 weeks’ gestation are more than three 
times as likely to die. At 16 to 20 weeks’ gestation, the risk of dying is almost 30 times as high, at 
or after 21 weeks the risk is 75 times higher. Indeed, the study authors concluded that, “If women 


who had abortions after eight weeks of gestation had obtained abortions during the first eight 


44 Cwiak at 1 15 


45 The Centers for Disease Control and Prevention reports that according to its voluntary surveillance data, “[iJn 2014, 
the most recent year for which data were available, six women were identified to have died as a result of complications 
from legal induced abortion.” Jatlaoui, T. C., Boutot, M. E., Mandel, M. G., Whiteman, M. K., Ti, A., Petersen, E., & 
Pazol, K. (2018). Abortion Surveillance—United States, 2015. MMWR. Surveillance Summaries, 67(13), 1—45. 


46 Complaint at 45 


47 Bartlett LA, Berg CJ, Shulman HB, Zane SB, Green CA, Whitehead S, Atrash HK. Risk factors for legal induced 
abortion-related mortality in the United States. Obstetrics and Gynecology. 2004 Apr;103(4):729-37. 
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weeks of pregnancy, when risk is lowest, 87% of deaths likely could have been prevented.” By 
regulating abortions after a fetus’ heartbeat has been detected, the Georgia statute encourages those 
who would seek abortion to do so earlier in pregnancy, when the risks to the woman are far lower. 

On the reporting requirements 

45. The statute’s reporting requirements are similar to reporting requirements in 
contexts of carefully regulated medical interventions. The norm for medical records is 
confidentiality, not complete privacy. Insurance companies have broad access to medical records, 
and public health authorities have access to certain medical records. In the context of solid organ 
transplant, physicians, hospitals, and organ procurement organizations must report critical 
information for transplant patients to one another and to the U.S. Centers for Medicare & Medicaid 
Services.” Organ procurement organizations have access to medical records of patients that 
receive transplants.*! The statute’s requirement for reporting on abortions is like these and should 
not change how a responsible physician cares for his or her patient. 

PRESERVING THE INTEGRITY OF THE MEDICAL PROFESSION 
46. H.B. 481 also helps to defend against further ethical disintegration of the medical 


profession, and further erosion of the public trust without which physicians cannot do their work. 


Killing undermines trust in the profession. 
47. As to public trust in the medical profession, the famed anthropologist Margaret 
Mead once observed that the Hippocratic Oath marked a watershed in the history of humankind. 


Psychiatrist Maurice Levine recounts her words: 


50 https:/Ainos.org/transplant/opos-increasing-organ- 
donation/#:~:text=OPOs%20are%20required%20to%20collect,and%20safety%200f%20donated%20organs. 


5! https://www.organdonationalliance.org/insight/shared-access-to-electronic-medical-records- 
emt/#:~:text=OPOs%20require%20EMR%20access%20to,as%20retrospective%20death%20record%20reviews. 
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For the first time in our tradition there was a complete separation between killing 

and curing. Throughout the primitive world the doctor and the sorcerer tended to 

be the same person. ... He who had power to cure would necessarily also be able 

to kill. With the Greeks the distinction was made clear. One profession, the 

followers of Asclepius, were to be dedicated completely to life under all 

circumstances, regardless of rank, age, or intellect—the life of a slave, the life of 

the Emperor, the life of a foreign man, the life of a defective child. ... [T]his is a 

priceless possession which we cannot afford to tarnish, but society always is 

attempting to make the physician into a killer—to kill the defective child at birth, 

to leave the sleeping pills beside the bed of the cancer patient. ... [I]t is the duty of 

society to protect the physician from such requests. 5? 

48. As Mead suggested, physicians’ commitment not to cooperate in killing has 
facilitated public trust in the profession. Even a cursory look at medical history makes clear that 
medicine has gone badly wrong in the past when it has been willing to detach from its orientation 
to the health of the patient to bring about other socially desirable goals, and particularly when it 
has been willing to kill. The Hippocratic reform movement responded to abuses of medicine in 
ancient Greece, including both abortion and physicians poisoning patients.” Similarly, it was the 
infamous physician Dr. Guillotine who invented of the eponymous instrument of mass execution 
during the French Revolution. And the Declaration of Geneva responds to abuses of medicine by 
the Nazi doctors, including programs of euthanizing those with mental illnesses and other 
disabilities.°* The resulting professional boundary against killing (whether through abortion or 
assisted suicide and euthanasia) has guarded doctors against endemic temptations to use their 


powers in unethical ways, and so facilitated the trust needed for vulnerable patients to give 


themselves over to physicians’ care when the patients are sick. 


5 Mead, M. cited in Levine M. Psychiatry and Ethics, New York: Braziller, 1972: 324-325 
5 Cavanaugh, T. A. (2018). Hippocrates’ Oath and Asclepius’ Snake. New York: Oxford University Press. 58-62. 
54 Elshtain, J.B. (2008) Why science cannot stand alone. Theoretical Medicine and Bioethics, 29(3), 161-169. 
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Abortion leads physicians to detach from their commitment to healing. 

49. Abortion directly contradicts medicine’s orientation to health and so has introduced 
a conspicuous contradiction into the profession that has been eating away at the “priceless 
possession” Mead described. Hippocrates and Aristotle and countless others before and after 
considered it axiomatic that the end of medicine is health. But, in recent decades, this vision has 
been losing ground to a new model of medicine in which physicians are providers of services, and 
these services are undertaken not for the sake of the patient’s health, objectively construed, but for 
the sake of patient well-being, where well-being is subjectively defined and understood principally 
in terms of satisfying the patient’s wishes.” 

50. This reduction of physicians from healers into mere service providers has led to 
moral detachment by clinicians. Rather than using their best judgment to pursue the patient’s health 
while respecting the patient’s authority to refuse any proposal, clinicians set aside their judgment 
in order to provide what is asked of them. A recent development in the medical profession, this 
detachment allows the “provider” of abortion to avoid the question of whether killing the fetus is 
justified. 

51. This development was captured in a large study of US obstetrician gynecologists 
that my co-authors and I published in 2010. There we found that a sea change has occurred in the 
past generation among these physicians, such that 97% of U.S. obstetrician gynecologists now 
believe that, when faced with a morally controversial clinical decision, the physician “should 
provide all relevant facts without trying to influence the patient’s decision one way or another,” 


and almost four out of five disagree with “encourag[ing] the patient to make the decision that the 


55 Curlin FA, Tollefsen C. The Way of Medicine: Ethics and the Healing Profession. Notre Dame University Press; 
2021. 
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physician believes is best.”*° This kind of ethical detachment indicates how much the practice of 
abortion has trained obstetrician gynecologists to not even see themselves as healers. Moreover, 
this detachment bleeds over into other areas, where patients count on physicians to give them 
counsel and to seek their health.’ The same study found that 93% of obstetrician gynecologists 
thought that physicians should refrain from giving directive counsel even with typical medical 


decisions. *8 


Moral detachment facilitates discrimination against the “unwanted.” 

52. By requiring and rationalizing this kind of ethical detachment, the practice of 
abortion has facilitated a coarsening of professional attitudes toward the vulnerable. Contrary to 
medicine’s central commitment to care for anyone who is sick, the practice of abortion is used to 
avoid “unwanted” children, and particularly children that are defective in some way, by killing 


them when they are still fetuses. The unreasonableness of this unfortunate practice gets obscured 


9959 


under the euphemisms of ending pregnancy and the cloud of “diverse”? and “complex” reasons 


that people seek abortion.” 
53. This attitude toward the “unwanted” in the past led physicians to set neonates with 
Down Syndrome or other congenital conditions aside to die—a form of discrimination that is no 


longer allowed.°! The attitude also has led to the widespread practice of screening for congenital 


5 Yoon JD, Rasinski K, Curlin FA. Moral controversy, directive counsel, and the doctor’s role: Findings from a 
national survey of obstetrician-gynecologists. Academic Medicine. 2010;85(9):1475-81 


57 Curlin FA, Dinner SN, Lindau ST. Of more than one mind: obstetrician-gynecologists' approaches to morally 
controversial decisions in sexual and reproductive healthcare. Journal of Clinical Ethics. 2008;19(1):11-21 


58 Yoon JD, Rasinski K, Curlin FA. Moral controversy, directive counsel, and the doctor’s role: Findings from a 
national survey of obstetrician-gynecologists. Academic Medicine. 2010;85(9):1475-81 
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6! Lantos JD, Meadow WL. Neonatal Bioethics: The Moral Challenges of Medical Innovation. Baltimore: Johns 
Hopkins University Press; 2006: 110. 
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conditions and aborting fetuses that have them. Combined with the moral detachment described 
above, it helps to explain why, although most obstetrician-gynecologists oppose abortion sought 
because the fetus is female, almost two out of three say they would help a patient obtain such an 
abortion if asked.© This attitude has led to prominent figures such as Peter Singer arguing that 
some infants with congenital abnormalities might be reasonably killed, and in the Netherlands to 
actually killing those infants under the pretense that doing so puts an end to “hopeless and 
unbearable suffering.” ® 

54. On the whole, abortion has made possible a new form of eugenics. In the late 19" 
and early 20" centuries, enthusiasm for eugenics led doctors to perform forced sterilizations on 
thousands of women thought to be “unfit.”°4 Now our society eliminates the unfit and “unwanted” 
through abortion. And the practice of killing tends to expand, as seen in the growing push in the 
U.S. and Canada for physician-assisted suicide and euthanasia, which likewise threatens to create 
a world in which those with disabilities are less welcome, and in which the medical profession 


gives up entirely its pretense to being trustworthy practitioners of (only) healing. The Georgia 


statute helps to defend against a further slide toward medicalized eugenics. 


€ Harris L, Cooper A, Rasinski KA, Curlin FA, Lyerly AD. Obstetrician-gynecologists' objections to and willingness 
to help patients obtain an abortion. Obstetrics and Gynecology. 2011;118(4):905-912 


63 Verhagen E, Sauer PJJ. The Groningen protocol—euthanasia in severely ill newborns. New England Journal of 
Medicine. 2005;352:959-62 


64 This era is painfully memorialized in the Supreme Court’s decision in Buck v. Bell, 274 U.S. 200, 207 (1927), in 
which Justice Oliver Wendell Holmes, Jr., infamously wrote, “It is better for all the world, if instead of waiting to 
execute degenerate offspring for crime, or to let them starve for their imbecility, society can prevent those who are 
manifestly unfit from continuing their kind .... Three generations of imbeciles are enough.” 


65 Coleman, D. Assisted suicide laws create discriminatory double standard for who gets suicide prevention and who 
gets suicide assistance: Not Dead Yet Responds to Autonomy, Inc. Disability and Health Journal. 2010; 3(1): 39—50. 
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Toleration of abortion has made medicine inhospitable to those who are only willing to heal. 

55. The longer medicine has tolerated abortion, the more inhospitable the profession 
has become to those who are only willing to heal, and who refuse to go along with requests for 
abortion, assisted suicide, and other practices that contradict medicine’s traditional ethic. In the 
past two decades, there have been growing calls, often from prominent figures, for physicians to 
either go along with “standard” health care practices—defined by these figures to include 
abortion—or get out of the profession.®° In the twelve months after the U.S. Department of Health 
and Human Services established a new Division of Conscience and Religious Freedom to enforce 
longstanding laws against pressuring health care workers to cooperate in abortion and other 
controversial practices, the Office of Human Rights received more than 300 complaints from 
healthcare workers who felt their employers and others were not respecting their conscience 
rights.®’ In Ontario, the law now requires physicians to take positive action to enact “effective 
referrals” for all legal interventions, including abortion and euthanasia, notwithstanding the 
physician’s belief that doing so contradicts the physician’s profession.®* I write this report while 
returning from a meeting of the World Medical Association, which several years ago dropped its 
historic opposition to abortion and this year had a group of members seek to change its code of 


medical ethics to require physicians to make “effective referrals” for abortion. 


6 Stahl, Ronit Y, and Ezekiel J Emanuel. 2017. Physicians, not conscripts—Conscientious objection in health care. 
New England Journal of Medicine.376 (14):1380-1385 


67 Simmons-Duffin S. What's behind a rise In conscience complaints for health care workers? Available at: 
https://www.npr.org/sections/health-shots/2019/05/09/72 1532255/whats-behind-a-rise-in-conscience-complaints- 
for-health-care-workers. 


68 College of Physicians and Surgeons of Ontario. Professional Obligations and Human Rights policy. 2015. 
http://policyconsult.cpso.on.ca/wp-content/uploads/2014/12/Draft-Professional-Obligations-and-Human-Rights.pdf. 
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56. These developments provide relevant context for the allegation of the Plaintiffs here 
that Georgia has a critical shortage of obstetrician gynecologists, particularly in rural areas, and 
that H.B. 481 will make this shortage worse by forbidding most abortions.” This claim includes a 
non sequitur: the Plaintiffs provide no basis for their claim that regulating abortion will drive 
obstetrician gynecologists out of rural areas. The claim is particularly questionable since the great 
majority of obstetrician-gynecologists never practice abortion at all, and the great majority of 
abortions are conducted in urban settings. 

57. Moreover, there is good reason to think that the practice of abortion itself has 
contributed to any shortage of obstetrician gynecologists, insofar as the specialty’s embrace of 
abortion has made obstetrics and gynecology less hospitable to physicians who oppose the 
practice.’! Over the years, numerous medical students have told me of their interest in obstetrics 
and gynecology but expressed concern that, from what they have experienced, the specialty would 
not welcome someone who believes, consistent with two millennia of medical tradition, that 


facilitating elective abortion contradicts the purposes of medicine. 


Abortion arguably has contributed to the demoralization of medicine. 
58. The moral detachment that accompanies abortion, and the corollary emphasis on 
setting aside one’s personal judgment in favor of ‘providing’ what people want, has contributed to 


an epidemic of de-moralization and burnout among physicians.” Physicians have become 
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conditioned to what the sociologist Peter Berger called moralized anonymity," not only 
compartmentalizing their work as separate from who they are personally, but internalizing the 
sense that they should. The practice of abortion has trained physicians to detach from making 
judgments about what is ethical and what is not, what fulfills their profession as physicians and 
what contradicts that profession. 

59. Since the introduction of this practice (abortion) that contradicts medicine’s 
historical opposition to killing, the profession of medicine has been rapidly losing moral coherence 
and becoming rudderless. It is thus no surprise that few if any medical schools today require 
students to take an oath that preserves the moral substance of the Hippocratic Oath.”* Students at 
Duke University where I work take an oath that has removed the promise to never give a patient a 
deadly remedy, along with the promise to never give the patient an abortifacient. In the place of 
these promises, students now promise merely not to break the law. 

60. | Commentators have noted the role these developments have played in reducing the 
public’s trust in the medical profession. For example, in Trusting Doctors: The Decline of Moral 
Authority in American Medicine, sociologist Jonathan Imber notes that Americans once viewed 
medicine as a “sacred vocation,” but that trust in the profession has steadily declined as clinicians 
have become “more valued for their technical competence than for their noble character.” ™ A half 
century after Roe v. Wade, it is evident that what Margaret Mead described as a “priceless 
possession which we cannot afford to tarnish” has been badly tarnished by the practice of 


widespread elective abortion, and has contributed to this declining public trust in the profession. 


® Berger PL, Berger B, Kellner H. The homeless mind: Modernization and consciousness. New York: Random House, 
1973: 53 
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While physicians continue to practice abortion, they cannot be counted on as healers guided by a 
commitment to never intentionally harm or kill any human being. As long as discriminatory 
elective abortions continue, physicians cannot be trusted to care for those who are too weak and 
frail and dependent to care for themselves. Against this regrettable trend, the Georgia statutes help 


to shore up what remains of the ethical integrity of the medical profession and public’s trust in it. 


I declare under penalty of perjury that the foregoing is true and correct to the best of my 


knowledge. 


fll 10/11/22 


Farr A. Curlin, M.D. Date 
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of Kansas Medical School and Center for Practical Bioethics. Kansas City, MO. December 5, 
2008. 

Medicine Grand Rounds, University of Saskatchewan College of Medicine, Saskatoon, CA. 
January 9, 2009. 

David Larson, MD, Memorial Lecture, Society for Spirituality, Theology and Medicine Annual 
Conference. Durham, NC. June 5, 2009. 

Veritas Forum. Mayo Clinic, Rochester, MN. September 23, 2009. 

8th Annual Contemporary Catholic Healthcare Ethics Conference. Stritch School of Medicine 
at Loyola University. October 9, 2009. Chicago, IL 

Florida Hospital Annual Conference on Spirituality and Medicine. March 25, 2010. Orlando, 
FL 

Spirituality and Medicine Conference. Brody School of Medicine. April 1, 2010. Greenville, 
NC 

The Lupina Centre for Spirituality, Healthcare and Ethics at Regis College, University of 
Toronto. October 15/16, 2010 

Children's of Minnesota Westgate Pediatric Ethics Forum, Minneapolis, MN. November 12, 
2010 

Grand Rounds. Methodist Hospital, and Lecture in the Religion and Public Life Program. 
James Baker Institute for Public Policy. Houston, TX. December 3, 2010. 

International Institute of Restorative Reproductive Medicine (RRM). Dublin, Ireland. March 
26, 2011. 

Terminal Sedation and Active Euthanasia: What are the Boundaries? 3rd Annual Bioethics 
Symposium. (keynote) University of Wisconsin. Madison, WI. April 7, 2011 

Where Religion, Policy, and Bioethics Meet: An Interdisciplinary Conference on Islamic 
Bioethics and End-of-Life Care. (keynote) University of Michigan. Ann Arbor, April 10, 2011 
Religion, Spirituality, and Mental Health (keynote). Loyola University Chicago. April 12, 2012 
Kluge Center, United States Library of Congress, Washington, DC. June 28, 2012 

26th Annual A. Kurt Weiss Lecture in Biomedical Ethics, University of Oklahoma Health 
Sciences Center. September 27, 2012 

Turner Conference on Faith and Medicine (keynote), Muncie, IN. October 10, 2012 

Allen M. Boyden, M.D, Memorial Lecture. Providence St. Vincent Medical Center. Portland, 
OR. November 8, 2012 

Speaking About the End of Life, Spiritual, Religious and Community Conversations (keynote). 
Mount Sinai Medical Center & Greater Miami Jewish Federation. December 4, 2012 
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Ethics Grand Rounds. Loyola University Medical Center. January 8, 2013 

Workshop on Comparative Studies of Religion and Values among Healthcare Professionals. 
Freiburg Institute of Advanced Studies. Germany. February 20-22, 2013 

28" Annual Notre Dame Medical Ethics Conference. Notre Dame, IN. March 8-10, 2013 
Trent Center Lecture on Medical Humanities, Duke University. Durham, NC, April 17, 2013 
Reverend Edward J. Drummond, S.J. Lecture, Medicine Grand Rounds, Saint Louis University. 
May 10, 2013 

Association of Professional Chaplains national webinar journal club. May 14, 2013 

Institute of Medicine. Committee on Approaching Death: Addressing Key End of Life Issues. 
Houston. July 22, 2013 

Spirituality and Ethics in Health Care (keynote speaker). Catholic Health Partners. Cincinnati, 
OH. October 3, 2013 

Institute for Ethics and Culture Annual Conference. Notre Dame University. November 9, 2013 
Loyola University Annual Medical Ethics Conference. March 13, 2014 

Notre Dame Annual Medical Ethics Conference. March 21-23, 2014 

Physician Well-Being Conference. Adventist Health Care. Jacksonville, FL. April 11, 2014 
4th European Conference on Religion, Spirituality and Health (Keynote). Malta. May 23, 2014 
Harvard Lecture Series on Spirituality and Medicine, Harvard University. November 17-18, 
2014 

Medicine Grand Rounds. Medical College of Virginia. Richmond, VA, February 19, 2015 
Institute for Faith and Learning. Baylor University. Waco, TX. September 11, 2015 

Annual Conference. MacLean Center for Clinical Medical Ethics. November 14, 2015 

2016 Conference on Medicine and Religion. Houston, TX. March 4, 2016. 

Reimagining Medicine Conference. Denver Institute for Faith and Work. April 6, 2016 

Hagop S. Mekhjian Lecture. The Ohio State University. Columbus, OH. September 15, 2016 
Ohio State University Center for Bioethics Annual Conference. September 16-17, 2016 

The Basil Society. UT Southwestern. Dallas, TX. September 24, 2016 

What is the place of sedation in care at the end of life? (symposium). The University of 
Chicago. October 14, 2016 

2016 MedConference. Florham Park, NJ. October 15, 2016 

Medical Ethics Grand Rounds. UNC School of Medicine. Chapel Hill, NC. November 3, 2016 
Schiltz Lecturer in the Medical Humanities, University of Kansas School of Medicine. Wichita, 
KS. January 12-13, 2017 

Weston Lecture. Augustine College. Ottowa, ON. March 16, 2017 

35th Annual MacLean Center Interdisciplinary Seminar Series on Reproductive Ethics. The 
University of Chicago. April 26, 2017 

Z. Stanley Stys Memorial Lecture. Princeton University Medical Center. May 23, 2017 

Robert D. Orr, MD, Lectureship. University of Vermont. October 27, 2017 

Grand Rounds, Department of Pediatrics. University of Illinois. Chicago, January 5, 2018 
Grand Rounds, Department of Medicine, Medical College of Georgia. January 9, 2018 

The Steve Thorney Life Career Award and Lecture in Spiritual Care, MD Anderson Cancer 
Center, Houston, TX, February 9, 2018 

Provonsha Lecture. Loma Linda University. March 2, 2018 

Thomistic Institute. Harvard University. April 23, 2018 

Grand Rounds, Department of Obstetrics and Gynecology, Vanderbilt University. May 5, 2018 
Holy Friendship Summit, Bristol, TN. May 18-19, 2018 

Commencement Address. Trinity Academy of Raleigh. Raleigh, NC. May 26, 2018 

Grand Rounds, Department of Medicine, Texas Tech University. November 8, 2018 

Physician Assisted Suicide and Euthanasia: Theological and Ethical Responses (symposium): 
Georgetown University. November 9, 2018 
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Affirming Ethical Options for the Terminally Ill. Heritage Foundation. Washington, DC. March 
11, 2019 

Bioethics Grand Rounds. National Institutes of Health. April 3, 2019 

Grand Rounds. Biomedical Ethics Research Program. Mayo Clinic. April 30, 2019 

Center for Ethics and Culture, Notre Dame University. May 13, 2019 

HEAL Institute, Samford University Center for Faith and Culture, September 6, 2019 

King Institute for Faith and Culture, King University, Bristol, TN, September 16-17, 2019 

88" Annual Educational Conference. Catholic Medical Association. Nashville, TN. September 
26, 2019 

Thomistic Institute. Queen’s University School of Medicine. Kingston, Ontario. October 9, 
2019 

Lehman Lecture in Medical Ethics. Allegheny College, Meadville, PA. February 18, 2020 
Carol Carfang Nursing & Healthcare Ethics Conference. Tampa, FL. February 28, 2020 
School of Civic and Economic Thought and Leadership. Arizona State University. June 15, 
2020 

McDonald Centre for Theology, Ethics & Public Life. Oxford University, UK. September 4, 
2020 

Hoover Lecture, York Hospital. York, PA. September 17, 2020 

Program in Medical Ethics, Humanities, and Law. Western Michigan University Homer Stryker 
M.D. School of Medicine. October 7, 2020 

2021 Scholar in Residence. Union University. March 8-12. 

Character and the Professions Conference (panelist). Wake Forest University. March 13, 2021 
Inaugural Lisio Family Endowed Lectureship. Columbia University School of Medicine. 
September 20, 2021 

Thomistic Institute, Yale University. November 3, 2021 

MacLean Conference on Clinical Medical Ethics, University of Chicago, November 13, 2021 
Thomistic Institute, Johns Hopkins Medical Institute, November 15, 2021 


. Maurice B. Siegel, M.D., Lecturer in Humanism and Medicine. Cedar’s Sinai. January 19, 2022 
. John Collins Harvey Lecture, Pellegrino Center for Clinical Ethics, Georgetown University, 


February 25, 2022 


. Foglio Lecturer, Michigan State University School of Medicine. March 22-23, 2022 


(rescheduled—now pending new date) 
Celebrating and Defending the Freedom to Care, Christian Medical and Dental Associations, 
Washington, D.C. January 2023 (upcoming) 


PEER-REVIEWED PRESENTATIONS AT SCHOLARLY MEETINGS 


l. 


2: 


3. 


Holism or Evangelism? A consideration of religion in medicine. [Special session]. Robert Wood 
Johnson Clinical Scholars Program National Conference. Ft Lauderdale, FL, November 22, 2003. 
Religion and Health: Theological Limits and Concerns. [Panel presentation] American Society 
for Bioethics and Humanities. National Conference. Denver, CO. October 27, 2006. 

Religion, Conscience, and Controversial Clinical Practices. Central Society for Clinical 
Research/Midwestern Section American Federation for Medical Research. [Chosen as the top 
observational science abstract.] April 13, 2007. Chicago, IL. 

Does Conscience Have a Place in the Healthcare Encounter? [Panel presentation] American 
Society for Bioethics and Humanities. National Conference. Washington, DC. October 19. 2007 
Social and Ethical Implications of Supporting or Limiting a Right of Conscientious Refusal for 
Health Care Providers. [Panel presentation] American Society for Bioethics and Humanities. 
National Conference. October 15, 2009. Washington, DC. 
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6. Whose outcomes? Which notion of health? Ethical issues in the measurement of religious 
experience and its relation to health. [Panel presentation] American Society for Bioethics and 
Humanities. National Conference. Washington, DC. October 18, 2009. 

7. Empirical research in bioethics: A toolkit for beginners. Pre-conference workshop. American 
Society for Bioethics and Humanities. National Conference. San Diego, CA. October 21, 2010 

8. Serving two masters? [Panel presentation] American Association for Hospice and Palliative 
Medicine Annual Assembly. February 11,2011 

9. Representing death, anticipating the corpse [Panel presentation]. American Society for Bioethics 
and Humanities. National Conference. Washington, DC. October 19, 2012 

10. Towards a new art of dying [Panel session]. 2013 Conference on Medicine and Religion. 
Chicago, IL. May 29, 2013 

11. Is traditional inpatient bioethics suited to outpatient settings? [panel] American Society for 
Bioethics and Humanities. National Conference. Atlanta, GA. October 26, 2013. 

12. Among all physicians, is there a physician? Irony and the practice of medicine. American Society 
for Bioethics and Humanities. National Conference. Atlanta, GA. October 26, 2013. 

13. "Do not be anxious ... about your body." Assessing contemporary primary care in light of the 
Sermon on the Mount. 2014 Conference on Medicine and Religion. Chicago, IL. March 8, 2014 

14. Pharmacist on the execution team [panel]. American Society for Bioethics and Humanities. 
National Conference. San Diego. October 18, 2014. 

15. Project on the Good Physician: Relevance of the Rationalist-Intuitionist Debate for Ethics and 
Professionalism in Medical Education. American Society for Bioethics and Humanities. National 
Conference. San Diego. October 18, 2014. 

16. Can Religion Find Its Voice at a Secular Deathbed? [panel] 2016 Conference on Medicine and 
Religion. Houston, TX. March 4-6. 

17. Doctor's Beliefs and Medical Practices: Transatlantic Comparisons. [panel] 2016 Conference on 
Medicine and Religion. Houston, TX. March 4-6. 

18. The Religion and Medicine of the Future: An Orthodox Critique of Scientific Theology and 
Ecumenism. [panel] 2016 Conference on Medicine and Religion. Houston, TX. March 4-6. 

19. Reimagining Medicine: Theological Formation for Those with Vocations to Health Care. [panel] 
2017 Conference on Medicine and Religion. Houston, TX. March 25. 

20. Solidarity with the suffering: Why physicians, as physicians, must oppose assisted suicide. 
International Congress on Law and Mental Health. Prague, Czech Republic. July 11, 2017 

21. Searching for a Foundation for Medicine that Christians Share with those who are not Christians 
[panel]. 2018 Conference on Medicine and Religion. St. Louis, MO. April 14. 

22. Remembrance, Resilience, and Religious Formation in Medical Education: Two Case Studies 
[panel]. American Society for Bioethics and Humanities. National Conference. Pittsburgh. 
October 27, 2019 

23. Improving Palliative and End-of-Life Care for African Americans: Remembering Dr. Richard 
Payne. [panel]. American Society for Bioethics and Humanities. National Conference. Pittsburgh. 
October 25, 2019 

24. Is there a future for Hippocratic medicine? (panel) 2021 Conference on Medicine and Religion. 
March 23 

25. Healing and Economy: The Question of Charity in a Secular Age (panel). 2021 Conference on 
Medicine and Religion. March 22 

CONFERENCES DIRECTED 


2008 Conscience and Clinical Practice: Medical Ethics in the Face of Moral Controversy. Hosted 


at the University of Chicago, March 18 
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2011 Practice and Profession: Setting Medicine in the Context of a Good and Faithful Life. 
University of Chicago, November 10. 

2012 Responding to the Call of the Sick: Inaugural Conference on Medicine and Religion. May 23- 
25. Chicago. (with Daniel Sulmasy, MD, PhD) 

2012 Judaism, Medicine, and the Formation of Clinicians. September 10, 2012. The University of 
Chicago (with Daniel Sulmasy, MD, PhD) 

2013 What Does it Mean to Care? 2013 Conference on Medicine and Religion. Chicago. May 28- 
30. (with Daniel Sulmasy, MD, PhD) 


2014 Responding to the limits and possibilities of the body. 2014 Conference on Medicine and 
Religion. Chicago. March 7-9. (with Daniel Sulmasy, MD, PhD) 

2015 Spiritual Dimensions of Illness and Healing. 2015 Conference on Medicine and Religion. 
Cambridge, MA, March 6-8. (with Daniel Sulmasy, MD, PhD, and Michael Balboni, PhD) 

2016 Approaching the Sacred: Science, Health, and Practices of Care. 2016 Conference on 
Medicine and Religion. Houston, TX. March 4-6. (with Michael Balboni, PhD) 

2016 - Practice and Presence: A Gathering for Christians in Health Care. Duke Divinity School. 
Durham, NC. (annual three day conference, with Warren Kinghorn, MD, PhD) 


2017  Re-Enchanting Medicine. 2017 Conference on Medicine and Religion. Houston, TX. March 
24-26. (with Michael Balboni, PhD) 


2019 Theological Approaches to Persons in Pain. J.B. Duke Hotel & Conference Center. Durham, 
NC. March 28. 

2019 "My pain is always with me"; Medicine & Faithful Responses to Suffering. 2019 Conference 
on Medicine and Religion. JB Duke Hotel & Conference Center. Durham, NC. March 29-31. 

2021 2021 Conference on Medicine and Religion (Virtual). March 22-24. 

2022 2022 Conference on Medicine and Religion, The Nines Hotel, Portland, OR. March 13-15. 


2022 Questioning Preventive Medicine: Is a Pound of Prevention Worth an Ounce of Cure? Duke 
University. May 17. 


TEACHING EXPERIENCE AND CURRICULUM DEVELOPMENT (selected) 


Undergraduates 

2006 Things, bodies, persons: Human goods in the technological era. Big Problems 
Course, The University of Chicago. (faculty, with J Lantos and D Brudney) 

2022 - Medicine and Human Flourishing. Course for sophomores in “Transformative 


Ideas” series. Worked with primary instructor, Jose Gonzalez, to design course. 


Medical Students 

2002, 2003 Medicine and Spirituality Course. University of Chicago. (guest lecture) 

2002, 2003 National Wit Education Initiative. Discussion group facilitator. 

2003 —2013 Cultural competence in medicine. Preceptor 

2004 -2006 Committee for Medical Student Retreats, Co-created and co-directed sessions on 
humanism and medicine (90 students/session). 

2004 Essentials of Physicianship. MS1 course. Small Group facilitator/instructor 

2004, 2005 Spirituality and Healing in Medicine. medical student elective (course co-director). 

2004, 2006 Clinical Skills 1C course. (lecture: Religion and the doctor-patient relationship). 

2005 -2013 Summer Research Program. (faculty mentor to 10 medical students) 

2005-2013 Death, dissection, and doctor formation. (Annual lecture before MS1 cadaver lab) 

2005 -2013  Doctor-Patient Relationship course. (Core faculty and lecturer) 

2010-2013 Physician Development and Formation. (Co-director of required small group 
discussion component of MS1 Gross Anatomy course) 
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2015-2019 MS2 Practice Course. Teach session(s) on the ethics of clinical decision-making, and 
on religion, spirituality, and medicine 

2019 — Clinical Medical Ethics: What Would a Good Physician Do? (annual 8-week 
elective) 


Residents 
2004 -2013 Internal Medicine Residency Morning Report. (Faculty discussant for 55 total 
sessions over 9 years, focused on cases with clinical ethical complexity) 


Fellows 

2004-5, 2007 Research Proposal Design Workshop. Co-directed summer workshop for fellows in 
health services research and ethics. 

2004 —2013 MacLean Center for Clinical Medical Ethics Fellowship. Taught three sessions/year 

2006 -2013 Religious Traditions and Clinical Ethical Decisions. (director of annual, quarter-long 
seminar for fellows in clinical medical ethics and interested medical students) 

2010 -2013 Summer Program in Outcomes Research Training. Teach 90-minute session for 
clinical research fellows on Practical Survey Development and Design. 


Divinity Students 

2014 Healing Arts: Suffering, Illness, and the Witness of the Church. Duke Divinity 
School. (course co-director, with Kinghorn and Barfield) 

2016 — Health Care in Theological Context II (formerly Theological Bioethics). Semester- 


length course. Duke Divinity School 


GRANT FUNDING 

Current: 

1. Fellowship in Theology, Medicine, and Culture 

PI: Kinghorn (Curlin Co-Investigator) Agency: The Issachar Fund 


Period: 7/1/15 — 12/31/22 
Project invites students and practitioners in health professions, as well as others with full-time vocations 
to health-related contexts, to participate in a program of theological formation that will equip them for 
faithful, disciplined, and creative engagement with contemporary practices of health care. 


2. Out of Our Meds? Building a Theological and Moral Framework for the Use of Medications 
PI: Kinghorn (Curlin Co-Investigator) Agency: McDonald Agape Fund 
Period: 2016 — 2022 
This project conducts a series of five annual symposia on theological, ethical, and clinical questions 
raised by pharmaceutical prescribing. 


Past: 
1. The integration of religion and spirituality in patient care among US physicians 
PI: Curlin and Chin Agency: The Greenwall Foundation 

Period: 07/01/02 — 06/30/04 


Project conducted the first comprehensive national study of physician’s religious characteristics and how 
those characteristics are associated with physicians’ clinical practices. 


2. Religious commitments and clinical engagements 
PI: Curlin Agency: NCCAM 
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Type: K23 AT002749-01A1 Period: 10/01/05 — 09/30/10 


Project developed a mixed-methods framework for assessing the religion-associated variations in 
physicians’ self-reported and self-predicted practices in different clinical domains. 


3. Variance on the margins of religion and medicine 
PI: Curlin Agency: The Greenwall Foundation 

Period: 07/01/06 — 06/30/09 
[Greenwall Foundation Faculty Scholar in Bioethics] Project refined a methodology for assessing 
religion-associated variance in physicians’ self-reported and self-predicted practices, and applied that 
methodology to assess variations in physicians’ approaches to sexual and reproductive health care. 


4. Conscience and Clinical Practice: Medical Ethics in the Face of Moral Controversy 
PI: Curlin Agency: The Greenwall Foundation 
Period: 01/01/08 — 06/30/09 


Grant supported a conference on the place of the clinician’s conscience in ethical practice, held at the 
University of Chicago on March 18, 2008. 


5. The Chicago Program on Spirituality, Theology and Clinical Decision-Making 
PI: Curlin Agency: The John Templeton Foundation 

Period: 10/01/08 — 09/30/12 
This project established the Program on Medicine and Religion at the University of Chicago and 
supported four national physician surveys to assess religion-associated variations in physicians’ practices 
related to 1) sexual and reproductive health care, 2) primary care mental and behavioral health care, 3) 
decision-making in advanced illness and end of life care, and 4) the doctor patient relationship and 
meaning in medicine. 


6. Project on the Good Physician: A New Science of Virtues 
PI: Curlin Agency: Arete Initiative, The University of Chicago 
Period: 3/1/10 — 2/28/12 
This grant supported a national longitudinal study of the moral and professional formation of American 
physicians over the course of medical training 


7. Physician Heal Thyself: The University of Chicago Medicine and Religion Faculty Scholars Program 
PI: Sulmasy (Curlin Co-PI) Agency: The John Templeton Foundation 

Period: 7/1/12-6/30/15 
Project established a Faculty Scholars Program in Medicine and Religion, funding eight junior faculty 
nationwide at 50% effort for two year tenures. 


8. Toward Policies that Accommodate the Concerns of African Americans in Resolving Disputes about 
the Use of Life-Sustaining Technology 
PI: Johnson (Curlin Co-I) Agency: Greenwall Foundation 
Period: 3/1/2015 — 2/29/2017 
This project examined the attitudes of African Americans toward futile treatments and futility policies. 


9. Training Research-Literate Chaplains as Ambassadors for Spirituality and Health 


PI: Fitchett and Cadge (Curlin Co-I) Agency: John Templeton Foundation 
Period: 7/1/2015 - 6/30/19 
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This project advanced research literacy among the nation’s health care chaplains. 


10. Toward Effective Cooperation between Clinical and Other Community Stakeholders Committed to 
Stemming the Opioid Epidemic 
PI: Curlin (McCarty Co-PI) Agency: The Greenwall Foundation 

Period: 7/1/2019 — 6/30/2022 
This project aims to 1) describe the barriers to institutional collaboration among those responding to the 
opioid epidemic; and 2) create policy recommendations for effective collaboration in efforts to stem the 
opioid epidemic. 


11. The Arete Initiative at Duke University’s Kenan Institute for Ethics 

PI: Curlin Agency: Foundation for Excellence in Higher Education 
Period: 7/1/17 — 6/30/21 

The Arete Initiative sponsors scholarship and learning opportunities focused on recovering and sustaining 

the virtues in contemporary life, especially in the workplace, the university, and the public square. 


PUBLICATIONS 
Original peer-reviewed scholarship 


Books 
Curlin FA, Tollefsen C. The Way of Medicine: Ethics and the Healing Profession. Notre Dame University 
Press; 2021. 


Papers 
1. Iwashyna TJ, Curlin FA, Christakis NA. Racial, ethnic and affluence differences in elderly patients’ 


use of teaching hospitals. J Gen Int Med. 2002;17(9):696-703. 


2. Hall DE, Curlin F, Koenig HG. When clinical medicine collides with religion. Lancet. 2003;362:S28- 
S29 


3. Hall DE, Curlin FA. Can physicians’ care be neutral regarding religion? Academic Medicine. 
2004;79:677-679. 


4. Curlin FA and Moschovis PP. Is religious devotion relevant to the doctor-patient relationship? 
Journal of Family Practice. 2004;53(8):632-640. 


5. Curlin FA, Roach CJ, Gorawara-Bhat R, Lantos JD, Chin MH. When patients choose faith over 
medicine: Physician perspectives on religiously related conflict in the medical encounter. Archives of 
Internal Medicine. 2005;165(1):88-91 


6. Curlin FA, Hall DE. Strangers or friends? A proposal for a new spirituality-in-medicine ethic. J Gen 
Intern Med. 2005;20(4):370-374. 


Editorial: Scheurich N. Spirituality, Medicine, and the Possibility of Wisdom. J Gen Intern 
Med. 2005;20(4):379-380. 


7. Curlin FA, Lantos JD, Roach CJ, Sellergren SA, Chin MH. Religious characteristics of U.S 
physicians: A national survey. J Gen Intern Med. 2005;20(7):629-634. 


8. Curlin FA, Roach CJ, Gorawara-Bhat R, Lantos JD, Chin MH. How are religion and spirituality 
related to health? A study of physicians’ perspectives. South Med J. 2005; 98(8):761-6. 


Editorial: Daly CC. Religion and the attending physician's point-of-view. South Med J. 2005; 
98(8):759 
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10. 


11 


12. 
13. 


14. 


15. 


16. 


17. 


18. 


19. 


20. 


21. 
22. 


Gee L, Smucker D, Chin M, Curlin FA. Partnering together? A study of current relationships between 
faith-based community health centers and local religious congregations. South Med J. 2005; 
98(12):1245-50 


Editorial: Flannelly KJ, Weaver AJ, Tannenbaum HP. What do we know about the 
effectiveness of faith-based health programs? South Med J. 2005; 98(12):1243-4. 


Curlin FA, Hall DE. Regarding Plan B: Science and politics cannot be separated. Obstet Gynecol. 
2005;105(5):1148-50 


. Curlin FA, Chin MH, Sellergren SA, Roach CJ, Lantos JD. The association of physicians’ religious 


characteristics with their attitudes and self-reported behaviors regarding religion and spirituality in the 
clinical encounter. Med Care. 2006;44:446-53 


Curlin FA. Spirituality and lifestyle: what clinicians need to know. South Med J. 2006;99:1170-1. 


Curlin FA, Serrano K, Baker M, Carricaburu S, Smucker D, Chin MH. Following the call: How 
providers make sense of their decisions to work in faith-based and secular urban community health 
centers. J Health Care Poor Underserved. 2006;17(4):944-957 


Curlin FA, Lawrence RE, Chin MH, Lantos JD. Religion, conscience, and controversial clinical 
practices. New England Journal of Medicine. 2007;356(6):593-600 


Curlin FA, Lawrence RE, Lantos JD. Letters and author reply. Religion, conscience, and 
controversial clinical practices. N Engl J Med. 2007;356(18): 1889-92 


Curlin FA, Sellergren SA, Lantos JD, Chin MH. Physicians' observations and interpretations of the 
influence of religion and spirituality on health. Arch Intern Med. 2007;167(7):649-54 


Curlin FA, Dugdale LS, Lantos JD, Chin MH. Do religious physicians disproportionately care for the 
underserved? Annals of Family Medicine. 2007;5(4):353-60. 

Curlin FA, Odell S, Lawrence RE, Chin MH, Lantos JD, Meador KG, Koenig HG. The relationship 
between psychiatry and religion among US physicians. Psychiatr Serv 2007;58(9):1193-1198. 


Curlin FA, Meador KG, Koenig HG. Psychiatrists and religious belief: reply. Psychiatr Serv. 
2007;58(11):1500-1 
Curlin FA, Lawrence RE, Odell S, Chin MH, Lantos JD, Koenig HG, Meador KG. Religion, 
spirituality, and medicine: psychiatrists' and other physicians’ differing observations, interpretations, 
and clinical approaches. Am J Psychiatry. 2007;164(12):1825-31. 


Editorial: Eichelman B. Religion, spirituality, and medicine. Am J Psychiatry 2007;164: 
1774-1775 


Lawrence RE, Curlin FA. Clash of definitions: Controversies about conscience in medicine. 
American Journal of Bioethics. 2007;7(12):10-4. 


Lawrence RE, Curlin FA. Response to eleven peer commentaries regarding "Clash of 
Definitions: Controversies about Conscience in Medicine". Am J Bioeth. 2007;7(12):1-2. 


Curlin FA, Nwodim C, Vance JL, Chin MH, Lantos JD. To die, to sleep: US physicians’ religious and 
other objections to physician assisted suicide, terminal sedation, and withdrawal of life support. Am J 
Hosp Palliat Care. 2008;25(2):112-20. 


Lantos JD, Curlin FA. Religion, conscience, and clinical decisions. Acta Paediatr. 2008;97(3):265-6. 


Curlin FA, Dinner SN, Lindau ST. Of more than one mind: obstetrician-gynecologists' approaches to 
morally controversial decisions in sexual and reproductive healthcare. J Clin Ethics. 2008;19(1):11- 
21; discussion 22-3 
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23. 


24. 


25. 


26. 


27. 


28. 


29. 


30. 


31. 


32. 


33. 


34. 


35. 


36. 


37. 


38. 


Published as Feature article with the following editorials: 1) Howe EG. When, if ever, should 
caregivers provide moral advice? 2) Pellegrino ED. Commentary on ‘Of More than One 
Mind.’ 3) Chervenak FA, McCullough LB. Professional responsibility and individual 
conscience, and 4) Kozishek D, Bogdan-Lovis E. Beliefs, boundaries, and self-knowledge in 
professional practice. 


Ishibashi KL, Koopmans J, Curlin FA, Alexander K, Ross LF. Paediatricians' attitudes and practices 
towards HPV vaccination. Acta Paediatr. 2008;97(11):1550-6 


Tilburt JC, Kaptchuk TJ, Curlin FA, Emanuel EJ, Miller FG. Prescribing "placebo treatments": 
results of national survey of US internists and rheumatologists. BMJ. 2008;337:a1938 


Ishibashi KL, Curlin FA, Alexander K, Koopmans J, Ross LF. Pediatricians are more supportive of 
HPV vaccination than are members of the general public. South Med J. 2008;101(12):1216-21. 


Tilburt JC, Curlin FA, Kaptchuk TJ, Clarridge B, Bolcic-Jankovic D, Emanuel EJ, Miller FG. 
Alternative medicine research in clinical practice: a US national survey. Arch Intern Med. 
2009; 169(7):670-7. 


Lawrence RE, Curlin FA. Autonomy, religion and clinical decisions: findings from a national 
physician survey. J Med Ethics. 2009;35(4):214-8. 


Curlin FA, Lawrence RE, Fredrickson J. An ethical fagade? Medical students' miscomprehensions of 
substituted judgment. PLoS ONE. 2009;4(2):e4374. 


Lawrence RE, Curlin FA. Physicians' beliefs about conscience in medicine: a national survey. Acad 
Med. 2009;84(9):1276-82. 


Antiel RM, Curlin FA, James KM, Tilburt JC. Physicians’ beliefs and U.S. health care reform—A 
national survey. New England Journal of Medicine. 2009 Oct 1;361(14):e23. Epub 2009 Sep. 


Curlin FA, Rasinski KA, Kaptchuk TJ, Emanuel EJ, Miller FG, Tilburt JC. Religion, clinicians, and 
the integration of complementary and alternative medicines. J Altern Complement Med. 
2009; 15(9):987-94. 
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Justice Collective, et al., 


Plaintiffs, 
Case No. 2022CV367796 


V. 
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Defendant. 
SUPPLEMENTAL REPORT OF DR. INGRID SKOP 
I, Ingrid Skop, state as follows: 


1. On August 3, 2022, I provided an affidavit in the above-captioned case. I hereby 
incorporate my statements from that affidavit, which I also supplement below. 


2. For my professional background, I refer to and incorporate the statements included 
in my previous affidavit. Additionally, I have attached hereto a copy of my C.V. 


3. In preparation for this supplemental report, I reviewed Plaintiffs’ Complaint, 
Plaintiffs’ Motion for Interlocutory Injunction and Temporary Restraining Order, Plaintiffs’ Reply 
in Support of Motion for Interlocutory Injunction and Temporary Restraining Order, and the 
affidavits of Martina Badell, Carrie Cwiak, Whitney Rice, Samantha Meltzer-Brody, Pamela 
Merritt, and Jane Does 1—5. Additionally, I relied on the cited material and my experience. 


I. When does life begin? 


4. As I explained previously, basic embryology textbooks state that the human life 
begins with fertilization.! Survey data similarly show that the vast majority of biologists agree 
that life begins when a sperm fertilizes and egg, thereby creating a new, biologically distinct human 
being.” Accordingly, it is widely accepted among scientists and physicians that fertilization marks 
the start of biological processes showing a unique life. And it is further widely accepted that this 
occurs approximately two weeks after the beginning of the last menstrual period prior to 
pregnancy, described in medical terms as Last Menstrual Period or LMP. 


' See Moore, K. L., Persaud, T. V. N., & Torchia, M. G. (2019). The developing human, Clinically oriented embryology 
(11th ed.). Saunders.; O’Rahilly, R., & Müller, F. (2001). Human embryology and teratology, (3rd ed.). Wiley-Liss.; 
Charlotte Lozier Institute. (2022, August 29). The voyage of life: Week 0 to 1. https://lozierinstitute.org/fetal- 
development/week-0-to-1/. 


> Jacobs, S. (2019, October 16). I asked thousands of biologists when life begins. The answer wasn’t popular. Quillette. 
https://quillette.com/2019/10/16/1-asked-thousands-of-biologists-when-life-begins-the-answer-wasnt-popular/, 
accessed August 1, 2022. 


5. Indeed, at fertilization, gametes from the mother (egg) and father (sperm) combine 
to form a genetically unique human who immediately commences cell division and organ 
formation, powered by nutrient consumption and metabolic processes. Thus, fertilization is the 
only point in embryonic/fetal development where a distinction between life and non-life can be 
made. The day prior, the gametes were composed of the same genetic makeup as the two separate 
parents, and had fertilization not occurred, those gametes would have died. But the day of 
fertilization, a new human being has been created, and will continue to live, grow and develop 
unless an external action or error of development causes his demise. 


6. Much of the debate in this case, however, centers around whether a fetus has a 
heartbeat around 6 weeks LMP (approximately four weeks after fertilization). As I already 
discussed in my initial affidavit, that is precisely what occurs. 


T Nevertheless, Plaintiffs’ experts have resorted to semantical games to suggest 
otherwise. According to Dr. Carrie Cwiak, who Plaintiffs identify as an expert, the fetus is simply 
experiencing a “series of electrical impulses” in its cardiac cavity. Cwiak Dec1.1 21. Or, as Dr. 
Badell suggests: “the cardiac activity detectable at that early point in pregnancy is not a ‘heartbeat’; 
the embryo has not developed a functioning, four-chamber heart. Rather, it is electrical impulses 
from the cells that would ultimately develop into a heart in a normally progressing pregnancy.” 
Yet, later in her testimony, she describes the surgeries a child with a “single cardiac ventricle” 
might require after birth. Does she feel a newborn with a cardiac anomaly preventing development 
ofall four cardiac chambers does not have a “heartbeat”? It makes no sense to adopt such a narrow 
definition of “heartbeat” that even a living child is deemed not to have one. 


8. In all events, even using the descriptions offered by Drs. Cwiak and Badell, this is 
a heartbeat. Indeed, as the Texas Heart Institute explains, “[a] heartbeat” occurs when “the SA 
node [] sends out an electrical signal that cause the atria to contract,” which “pushes blood” 
through the body. Similarly, the National Heart, Lung, and Blood Institute explains that a 
heartbeat occurs when “an electrical signal travels from the top of the heart to the bottom,” which 
“causes the heart to contract and pump blood.” 


9, Indeed, while the heart has not yet formed all four chambers by 6 weeks LMP, it 
is a distinct tubular muscular organ inside the fetus. Moreover, electrical impulses cause it to beat 
at a consistent, rhythmic rate (approximately 110 beats per minute), and with each contraction, it 
sends blood cells carrying oxygen throughout the fetus. Moreover, at 6 weeks LMP, the fluid 
motion generated by the contraction may be detected by the sonogram doppler allowing the 
observer to hear the heartbeat. In other words, the operation of this muscular organ in a 6-week- 
old fetus is a heartbeat. 


3 The Texas Heart Institute. (n.d.). Heartbeat. https://www.texasheart.org/heart-health/heart-information- 
center/topics/the-heartbeat/. 


4 National Heart, Lung, and Blood Institute. (2022, March 24). How the heart beats. 
https://www.nhlbi.nih.gov/health/heart/heart-beats. 


5 Sadler, T. W. (2019). Langman’s medical embryology (14th ed.). Lippincott Williams & Wilkins.; Charlotte Lozier 
Institute, supra note 1. https://lozierinstitute.org/fetal-development/week-3-to-4/#citation-target-1. 


10. By relying on the presence of a heartbeat, Georgia made a reasonable determination 
for when unborn human life should be generally protected. First, this is a substantial point in 
development, as the likelihood of a live birth (absent outside intervention) is 82 (with prior fetal 
losses) to 98% (without prior losses) once a heartbeat is detectable. Second, in other settings, the 
medical profession routinely relies on the presence of a heartbeat to make decisions about life and 
often considers the absence of a heartbeat to mark death.’ It is reasonable to rely on the same 
event to mark the beginning point for protecting unborn life. 


11. Some suggest that unborn life does not deserve protection until viability, when a 
newborn can survive outside his mother on his own. Unlike relying on the presence of a heartbeat, 
which occurs at a predictable time in early development (approximately 22 days after conception), 
relying on viability or livebirth is a highly arbitrary exercise. Indeed, since the Supreme Court in 
1973 placed weight on “viability,” that point has consistently shifted downward. At that time, 
babies born prematurely could only be saved somewhere between 24 and 28 weeks. Recently, a 
child born at 21 4/7 weeks gestation survived to celebrate his first birthday.*® 


12. In short, fertilization is the clearest point in time to define the beginning of life. 
And, considering the frequent use of heartbeats to define the end of life, the presence of a fetal 
heartbeat is an entirely reasonable place to draw the line for embryonic/fetal protection in the LIFE 
Act. 


II. Complications can arise during pregnancy, but abortion is rarely the only treatment. 


13. Plaintiffs further argue that the LIFE Act prevents physicians from providing 
medical care—including abortion—when a patient’s life is threatened. As the outset, that is 
directly contradicted by the text of the LIFE Act, which permits abortion when there is a “medical 
emergency,” which the Act clearly defines as “a condition in which an abortion is necessary in 
order to prevent the death of the pregnant woman or the substantial and irreversible physical 
impairment of a major bodily function of the pregnant woman.” 


14. However, Plaintiffs also overstate the need for a physician to resort to an abortion 
when complications arise during pregnancy. A brief survey of potential complications confirms 
as much. 


15. Cesarean section or labor inductions. Before discussing specific complications, it 
is important to discuss the availability and effectiveness of a cesarean section or labor induction 
when a woman experiences a complication with her pregnancy that requires separation of mother 
and baby. Indeed, for nearly any serious pregnancy complication that arises after the point of 


€ Hyer, J. S., Fong, S., & Kutteh, W. H. (2004). Predictive value of the presence of an embryonic heartbeat for live 
birth: Comparison of women with and without recurrent pregnancy loss. Fertility and Sterility, 82(5),1369-1373. DOI: 
10.1016/j.fertnstert.2004.03.058. 


7 Bernat, J. L., Capron, A. M., Bleck, T. P., Blosser, S., Bratton, S. L, Childress, J. F., DeVita, M. A.,...& White D. 
B. (2010). The circulatory-respiratory determination of death in organ donation. Critical Care Medicine, 38(3), 963- 
970. DOTI: 10.1097/CCM.0b013e3181c58916. 


8 Echols, H. (2021, November 10). UAB Hospital delivers record-breaking premature baby. UAB News. 
https://www.uab.edu/news/health/item/12427-uab-hospital-delivers-record-breaking-premature-baby. 


viability, a cesarean section or labor induction will be the most effective remedy. If the pregnancy 
is causing a serious health concern for the mother, delivering the baby will address the underlying 
health issue, while also providing the baby with the best opportunity for survival. Delivery is also 
far preferable to a dilation and evacuation “dismemberment” abortion because it is faster and more 
widely available and shows respect for the unborn human life. Once a physician determines that 
separation of mother and baby is necessary, a cesarean section can usually be performed within 30 
minutes. If the situation is less immediately urgent, labor induction is also an option. Both 
interventions can be performed in any hospital environment providing obstetric care, as all OB- 
GYNs are trained to perform these procedures. In fact, cesarean sections account for nearly a third 
of all U.S. deliveries currently.’ 


16. To be sure, even in these scenarios, it may not always be possible to save the baby’s 
life. But taking steps like labor induction or cesarean section will give the baby the best 
opportunity for survival, whereas resorting to abortion eliminates any opportunity for the baby’s 
survival. Perinatal hospice services are also available in many hospital systems, whereby a 
multidisciplinary team comforts and supports the fragile child and his family, even if he is too 
young or sick to survive.!° Consistent evidence supports improved mental health outcomes for 
women and families following this more caring approach. !! 


17. Such pre-viability deliveries are rare. Indeed, deliveries between 20 and 26 weeks, 
either due to spontaneous labor or medical intervention for serious maternal complications are 
estimated to comprise only 0.5% of all births. ! 


18. Moreover, often when life-threatening situations arise before the point of viability, 
temporary medical interventions, such as antihypertensive treatments, antibiotics, bedrest, and 
other measures may allow delay of delivery until viability has been reached, and then delivery can 
occur through standard obstetric interventions as mentioned above. 


19. Ectopic pregnancy. One rare, but serious, complication of pregnancy is an ectopic 
implantation (usually in the fallopian tube). This complication, however, does not present any 
obstacles in treatment, because the LIFE Act explicitly excludes treatment of ectopic pregnancy 
from the definition of abortion. 


? National Center for Health Statistics. (2022) Births — Method of delivery. Centers for Disease Control & Prevention. 
https://www.cdc.gov/nchs/fastats/delivery.htm. 


10 American Association of Pro-Life Obstetricians & Gynecologists. (2015). Practice bulletin number 1: Perinatal 
hospice. https://tinyurl.com/y36cp923. 


11 Korenromp, M. J., Page-Christiaens, G. C. M. L., Van den Bout, J., Mulder, E. J. H., & Visser, G. H. A. (2009). 
Adjustment to termination of pregnancy for fetal anomaly: A longitudinal study in women at 4, 8, & 16 months. 
American Journal of Obstetrics and Gynecology, 201(2),, 160.e1-7. DOI: 10.1016/j.ajog.2009.04.007; Janssen, H. J., 
Cuisinier, M. C., Hoogduin, K. A., & de Graauw, K. P. (1996). Controlled prospective study on the mental health of 
women following pregnancy loss. The American Journal of Psychiatry, 153(2), 226-230. DOI: 10.1176/ajp.153.2.226. 


12 American College of Obstetricians and Gynecologists. (2017). Obstetric care consensus number 6: Periviable birth. 
Obstetrics and Gynecology 130(4), e187-e199. DOI: 10.1097/A0G.0000000000002352. 


20. Moreover, the American College of Obstetrics and Gynecology (ACOG) has 
created comprehensive guidance for management of many obstetric and gynecologic conditions, 
and I will discuss how this guidance may be applied in some potentially life-threatening conditions 
below. 


21. Hypertension. Some women may experience severe hypertensive emergencies 
during pregnancy (preeclampsia/eclampsia), which can lead to severe maternal complications such 
as hematologic abnormalities, seizures, stroke, and liver rupture, although these events rarely occur 
before fetal viability (and by definition are not considered to be preeclampsia unless they occur 
after twenty weeks). Here too, this condition can often be treated without abortion. As ACOG 
recognizes, “[d]elivery is recommended when gestational hypertension or preeclampsia with 
severe features is diagnosed at or beyond 34 0/7 weeks of gestation, after maternal stabilization or 
with labor or prelabor rupture of membranes... The expectant management of preeclampsia with 
severe features before 34 0/7 weeks of gestation is based on strict selection criteria of those 
appropriate candidates and is best accomplished in a setting with resources appropriate for 
maternal and neonatal care. Because expectant management is intended to provide neonatal 
benefit at the expense of maternal risk, expectant management is not advised when neonatal 
survival is not anticipated” (p. 252).'° In other words, ACOG supports maternal fetal separation 
(which can be done by abortion or labor induction) if this crisis occurs before the fetus can survive. 
After viability, ACOG agrees that delivery, not abortion is the appropriate treatment. 


22.  Periviable Premature Rupture of Membranes (“PPROM”). Some women also 
experience PPROM, which occurs when the amniotic membrane ruptures in the absence of labor 
but before the fetus can survive if delivered. This is a severe complication, which can pose serious 
health risks to the mother and child. Again, however, it is very rare. My 20-physician group 
practice cares for a woman in such a situation perhaps 2—4 times in a year. 


23. | PPROM can also be treated without abortion. Certainly, if PPROM occurs after 
the point of viability, delivery or expectant management to allow additional fetal maturation is the 
most reasonable response to protect the mother’s life. And, even before viability, abortion is not 
the only option. ACOG advises, “Women presenting with PROM before neonatal viability should 
be counseled regarding the risks and benefits of expectant management versus immediate delivery. 
Counseling should include a realistic appraisal of neonatal outcomes. Immediate delivery 
(termination of pregnancy by induction of labor or dilation and evacuation) and expectant 
management should be offered. Physicians should provide patients with the most current and 
accurate information possible” (p. 88).'4 


13 American College of Obstetricians and Gynecologists. (2018). Practice bulletin number 193: Tubal ectopic 
pregnancy. Obstetrics and Gynecology, 131(3), 91-103. DOI: 10.1097/AOG.0000000000002560. 


14 American College of Obstetricians and Gynecologists. (2020). Practice bulletin number 222: Gestational 
hypertension and preeclampsia. Obstetrics and Gynecology, 135(6), 237-260. DOI: 
10.1097/A0G.0000000000003891; American College of Obstetricians and Gynecologists. (2019). Practice bulletin 
number 203: Chronic hypertension in pregnancy. Obstetrics and Gynecology, 133(1), 26-50. DOI: 
10.1097/A0G.0000000000003020. 


24. | PPROM is a complicated situation. The prognosis for the fetus is poor: the risk of 
stillbirth is 36% and about 46% of liveborn babies will die within the first month.'> Even if he 
reaches the point of viability, the lack of amniotic fluid may cause his lungs to fail to mature, 
leaving him unable to breathe when delivered. Additionally, the risk of infection 
(chorioamnionitis) for the mother is very high. Even if she does not show obvious evidence of 
infection, it is likely that a subclinical infection is already present and may have been the event 
that caused the membranes to rupture. Microscopic examination documents evidence of infection 
in 94% of placentas in the setting of PPROM between 21-24 weeks gestation.'® The risk to the 
mother of developing a more serious infection, if the pregnancy continues, is high (up to 71%), 
and may progress to sepsis (overwhelming blood infection) or even maternal death.” 


25. To be clear, because the likelihood for progression to life-threatening sepsis for the 
mother is high, and the prognosis for continued extra-uterine life for the fetus is poor, the law 
allows an exception where an abortion is necessary to prevent the death of the mother. Offering 
immediate delivery by induction or by induced abortion is supported by medical guidance. In this 
rare situation, abortion is permitted by the LIFE Act, as necessary to prevent the mother’s death. 


26. Occasionally women will choose expectant management—i.e., no intervention 
except watchful waiting and antibiotics—in hopes of reaching delivery at a viable age, and this 
option is also supported by ACOG guidance if clinical infection is not present. But, refusing to 
offer the option of intervention in this circumstance is not supported by the LIFE Act, which would 
permit intervention because of the likelihood that PPROM could become life-threatening for the 
mother. 


27. Maternal heart disease. Some mothers experience complications from heart 
disease, which may vary from mild to life-threatening. ACOG documents what constitutes “Life- 
threatening Maternal Heart Disease,” advising: “Patients should be counseled to avoid pregnancy 
or consider induced abortion if they have severe heart disease, including an ejection fraction below 
30% or class III/IV heart failure, severe valvular stenosis, Marfan Syndrome with aortic diameter 
more than 45 mm, bicuspid aortic valve with aortic diameter more than 50 mm, or pulmonary 
arterial hypertension.” Consistent with the LIFE Act, these patients may be offered immediate 
abortion when their pregnancy is diagnosed due to the high likelihood of death as the physiologic 
changes of pregnancy progress. In such rare cases, an abortion may be necessary to prevent the 
death of the pregnant woman, and thus would fall within the LIFE Act exception. 


'S Sim, W. H., Araujo Junior, E., Costa, F. D. S., & Sheehan, P. M. (2017). Maternal and neonatal outcomes following 
expectant management of of preterm prelabor rupture of membranes before viability. Journal of Perinatal Medicine, 
45(1), 29-44. DOI: 10.1515/jpm-2016-0183 ; Kibel, M., Asztalos, E., Barrett, J., Dunn, M. S., Tward, C., Pittini, A., 
& Melamed, N. (2016). Outcomes of pregnancies complicated by preterm premature rupture of membranes between 
20 and 24 weeks gestation. Obstetrics and Gynecology, 128(2), 313-320. DOI: 10.1097/AOG.0000000000001530. 


16 Kim, J. C., Romero, R., Chaemsaithong, P., Chaiyasit, N., Yoon, B. H., & Kim, Y. M. (2015) Acute 
chorioamnionitis and funisitis: Definition, pathologic features, and clinical significance. American Journal of 
Obstetrics and Gynecology, 213(4 Suppl), S29-S52. DOI: 10.1016/j.ajog.2015.08.040. 


17 Margato, M. F., Martins, G. L. P., Júnior, R. P., & Nomura, M. L. (2012). Previable preterm rupture of membranes: 
Gestational and neonatal outcomes. Archives of Gynecology and Obstetrics, 285(6), 1529-1534. DOI: 
10.1007/s00404-01 1-2179-0. 


28. ACOG continues, “[p]atients with moderate and high risk cardiovascular disease 
should be managed during the pregnancy, delivery and the postpartum period in medical centers 
with a multidisciplinary Pregnancy Heart Team that includes obstetric providers, maternal fetal 
medicine subspecialists, cardiologists, and an anesthesiologist at a minimum ... A personalized 
approach estimating the maternal and fetal hazards related to the patient’s specific cardiac disorder 
and the patient’s pregnancy plans can provide anticipatory guidance to help support her decision 
making” (p. 346).'® In other words, in serious but not life-threatening cardiac conditions, careful 
multidisciplinary care should be provided, and the fetus can be delivered or aborted if the care 
team agrees that pregnancy has begun to pose a risk to a woman’s life. And again, consistent with 
the LIFE Act, the fetus can be aborted in this situation if necessary to save the woman’s life. Still, 
medical or procedural treatments are available in many instances to improve cardiac function, 
allowing a woman to continue her pregnancy until childbirth. 


29. Placenta accreta spectrum. Women may also experience placenta accreta 
spectrum, when the placenta becomes abnormally invasive, extending into the uterine musculature, 
cervix, or surrounding organs. When this occurs and the woman desires to continue her pregnancy 
to birth, she is followed closely by high-risk obstetric specialists and delivery is arranged in a 
tertiary medical center where a multidisciplinary team and well-stocked blood bank are 
immediately available if catastrophic bleeding occurs. ACOG similarly provides guidance for 
dealing with placenta accreta spectrum, “When the diagnosis of placenta accreta spectrum is made 
in the previable period, it is important to include counseling about the possibility of pregnancy 
termination for maternal indications given the significant risk of maternal morbidity and mortality. 
However, there are currently no data to support the magnitude of risk reduction, if any. Further, 
pregnancy termination in the setting of placenta accreta spectrum also carries risk, and the 
complexities of counseling should be undertaken by health care providers who are experienced in 
these procedures” (p. 263—264).!° This extremely high-risk condition is associated with frequent 
hysterectomies if the fetus is carried to childbirth, but as ACOG notes, there is no data to support 
the magnitude of risk reduction afforded by abortion versus continuing the pregnancy. Introducing 
surgical instruments through a placenta previa (which covers the cervical os) to perform a D&E 
abortion may itself cause immediate and catastrophic hemorrhage. Of course, if active catastrophic 
bleeding is occurring, a cesarean section delivery is the quickest and most effective way to 
immediately control the bleeding. 


30. Critically ill patients. There are sometimes situations when a mother will 
experience a serious illness during pregnancy that is not itself caused by the pregnancy but 
nonetheless threatens her life. This may require treatment in an Intensive Care Unit (ICU). But 
once again, this does not mean that abortion is the necessary treatment. Rather, the treatment 
options will vary depending on the illness and organ systems affected. Most of the time, care for 
the ill mother through circulatory, respiratory, renal dialysis or other organ system support will 
protect her life and allow recovery from the initiating illness without ever resorting to delivery, 
much less abortion. In these circumstances, ACOG advises: “[b]ecause the risk benefit 
considerations for continued pregnancy versus delivery are likely to change as the pregnancy and 


'8 American College of Obstetricians and Gynecologists. (2019). Practice bulletin number 212: Pregnancy and heart 
disease. Obstetrics and Gynecology, 133(5), 320-356. DOI: 10.1097/AOG.0000000000003243. 


19 American College of Obstetricians and Gynecologists. (2018).Obstetric care consensus number 7: Placenta accreta 
spectrum. Obstetrics and Gynecology, 132(6), 259-275. DOI: 10.1097/AOG.0000000000002983. 


critical illness progress, the care plan must be reevaluated regularly. In situations when there is an 
acute deterioration in the patient’s clinical condition, immediate reassessment of continuing the 
pregnancy versus delivery should be undertaken” (p 308). “When obstetric patients are transferred 
to the ICU, patient care decisions including mode, location and timing of delivery ideally should 
be made collaboratively between the intensivist, obstetrician-gynecologist, and neonatologist, and 
should involve the patient and her family when possible” (p. 314). Doctors can confidently rely 
on standard evaluations of medical necessity when such a risk arises to determine if an abortion is 
necessary in compliance with the law. But as noted, ACOG agrees that early delivery rather than 
abortion will often be a method of responding in such circumstances if separation becomes 
necessary, where the child and his mother are both given the best opportunity for survival. 


31. Cancer treatment. If maternal cancer is diagnosed during pregnancy, treatment 
considerations and concerns for maternal and fetal health can vary depending on the type of cancer, 
the degree of spread, the likelihood of recurrence, the proximity of the cancer to the uterus, the 
possibility of cancer promotion due to pregnancy hormones, and the toxicity of treatment options 
for the unborn child (which may include surgery, radiation, and chemotherapy), so there is not a 
standard recommendation on how cancer treatment should be addressed in pregnancy.”! However, 
if a multidisciplinary team—which should be standard in such a situation—concludes that ending 
the pregnancy would be necessary to prevent the woman’s death, an abortion in this situation 
would also fall under the statutory exemption. 


32. On these points, Dr. Badell complains (1f 28-37) that the law does not provide 
physicians with enough guidance to understand when a medical emergency is occurring and when 
a physician may intervene. Yet, as outlined above, the American College of Obstetricians and 
Gynecologists, of which she is a member, provides extensive discussion of management 
recommendations for high-risk and potentially life-threatening pregnancy complications. The true 
art of medicine does not allow for a checkbox approach to patient care. Every day, medical 
professionals must apply their background of knowledge to the individual circumstances and 
unique features of the patient in front of them, to select the best treatment options for that person. 
Not only would the legislatively documented checklist that Dr. Badell requests be unsuitable to 
individual patient care, but medical advances would soon render the guidelines and the law 
obsolete. It is better to allow physicians to augment their clinical knowledge with updated 
recommendations from professional societies such as ACOG so they may continue to practice with 
their best “reasonable medical judgement.” See O.C.G.A. § 16-12-141(b). 


33. With respect to complications, as well as rape or incest, discussed below, it is 
important to note the rareness with which any such issues arise. According to data from the 
Guttmacher Institute, only one to three percent of abortions in the United States occur following 
incest, rape, severe fetal abnormalities, or a threat to a mother’s life.” Abortion to protect a 


20 American College of Obstetricians and Gynecologists. (2019). Practice bulletin number 211: Critical care in 
pregnancy. Obstetrics and Gynecology, 133(5), 303-319. DOI: 10.1097/AO0G.0000000000003241. 


*1 National Cancer Institute. (2022, May 25). New drugs raise old questions about treating cancer during pregnancy. 
https://www.cancer.gov/news-events/cancer-currents-blog/2022/treating-cancer-pregnancy-new-drugs. 


22 Jerman, J., Jones, R. K., & Onda, T. (2016). Characteristics of U.S. abortion patients in 2014 and changes since 
2008. Guttmacher Institute. https://www.guttmacher.org/report/characteristics-us-abortion-patients-2014. 


mother’s life accounted for less than 0.15% of abortions in Florida in 2021.7? Most women have 


abortions for elective reasons, usually related to financial or social concerns. Outside pressure or 
coercion potentially influence many of the decisions for abortions. 


34. Only seven to fourteen percent of practicing OB/GYNs polled would perform an 
abortion if requested.** Most abortion providers have no prior relationship with their patients, they 
merely provide a service on demand. Over 2,200 pregnancy resource centers also provide (usually 
free) care and counseling for women in crisis pregnancies, allowing them alternatives and the 
material, emotional, and relationship support they may need in order to welcome their children. 


III. Even in the event of miscarriage, the LIFE Act allows physicians to provide patients 
with adequate care. 


35. Plaintiffs express a further concern that “H.B. 481 ties the doctor’s hands” and 
“forces a patient to continue undergoing a miscarriage—unless and until the patient’s condition 
deteriorates to the point of a ‘medical emergency.’” Yet, a straightforward reading of this law 
restricting abortion of a living fetus provides clear evidence that treatment of miscarriage is not 
prohibited by law. See Skop Decl. 11 34. Abortion is defined as, “the act of using, prescribing, or 
administering any instrument, substance, device, or other means with the purpose to terminate a 
pregnancy with knowledge that termination will, with reasonable likelihood, cause the death of an 
unborn child; provided, however, that any such act shall not be considered an abortion if the act is 
performed with the purpose of: (A) Removing a dead unborn child caused by spontaneous 
abortion; or (B) Removing an ectopic pregnancy.” 


36. Since it is clear the law makes an exception for removal of a dead embryo/fetus, I 
will address the Plaintiffs’ concern about a still living embryo that appears to be miscarrying. This 
is more correctly termed “threatened miscarriage.” A woman may be experiencing bleeding or 
cramping, but if a heartbeat is still present, one cannot predict with certainty if she will lose the 
pregnancy. Many times, these symptoms resolve, and the pregnancy continues to a live birth. It 
is extremely rare to have substantial, potentially life-threatening bleeding in the first trimester with 
a living embryo/fetus, as the relatively small area of placental attachment is likely to become 
disrupted to the point of causing embryonic or fetal death early in the bleeding event. A second 
trimester threatened miscarriage is addressed above in the discussion of PPROM and abnormal 
placentation. As discussed, if it is accompanied by infection or catastrophic bleeding, even if the 
fetal heart is still beating, delivery or abortion may occur under the law as necessary to prevent the 
death of the mother. 


37. ACOG provides the following advice about treatment of a miscarriage: “Accepted 
treatment options for early pregnancy loss include expectant management, medical treatment, or 


23 Agency for Health Care Administration. (2021). Reported induced terminations of pregnancy (ITOP) by reason, by 
trimester, 2021 - year to date. 
https://ahca.myflorida.com/mchq/central_services/training_support/docs/TrimesterByReason_2021.pdf. 


24 Desai, S., Jones, R. K., & Castle, K. (2018). Estimating abortion provision and abortion referrals among United 
States obstetrician-gynecologists in private practice. Contraception, 97(4), 297-302. DOI: 
10.1016/j.contraception.2017.11.004 ; Stulberg, D. B., Dude, A. M., Dahlquist, I., & Curlin, F. A. (2011). Abortion 
provision among practicing obstetrician-gynecologists. Obstetrics and Gynecology, 118(3), 609-614. DOI: 
10.1097/AOG.0b013e31822ad973 


surgical evacuation” (p. 198). “Patients should be counseled about the risks and benefits of each 
option ... Because of a lack of safety studies of expectant management in the second trimester and 
concerns about hemorrhage, expectant management generally should be limited to gestations 
within the first trimester” (p. 199). “Women who present with hemorrhage, hemodynamic 
instability, or signs of infection should be treated urgently with surgical uterine evacuation” 
(p. 201). “In patients for whom medical management of early pregnancy loss is indicated, initial 
treatment using 800 micrograms of vaginal misoprostol is recommended, with a repeat dose as 
needed. The addition of a dose of mifepristone (200 mg orally) 24 hours before misoprostol 
administration may significantly improve treatment efficacy and should be considered when 
mifepristone is available” (p. 203).”° 


IV. Tn the event of pregnancy due to rape or incest, the LIFE Act allows physicians to 
provide patients with adequate care. 


38. The LIFE Act also ensures women are protected from abusive circumstances. The 
Plaintiffs’ opposition to the requirement of filing a police report to allow a rape or incest exception 
is surprising. Usually when a rape occurs, a woman has an opportunity to test for pregnancy, and 
if diagnosed early, she may have an abortion prior to detection of an embryonic heartbeat under 
Georgia law. 


39. | For a woman who becomes pregnant as a result of incest or in the situation of 
domestic violence, if she is unable or does not understand that she should test for pregnancy, 
regardless of whether she obtains an abortion, it is necessary that she receive other social service 
interventions. Providing an abortion and returning the woman to the abusive situation does her a 
grave disservice. A police report is the first step toward providing needed interventions, as well 
as administering justice to her abuser. She may need removal from an abusive home or ongoing 
child protective services supervision. She will also require comprehensive trauma-informed 
counseling. Counseling is necessary, especially in the event of pregnancy from incest, to 
determine whether an abortion is in her best interests, including her mental health. 


40. Even in these difficult situations, abortion is not a panacea. One study found that 
eighty percent of those who aborted a pregnancy conceived in sexual assault reported that it had 
been the wrong solution, and they felt it contributed to the trauma they experienced, while none of 
the women who gave birth to a child conceived in rape experienced regret or wished they had 
aborted instead.”° 


vV. In contrast, abortion presents serious health risks. 


41. Dr. Cwiak suggests that abortion is safer for women than pregnancy. See Cwiak 
Aff. 1 16. The data simply do not support that bold statement. 


25 American College of Obstetricians and Gynecologists. (2018). Practice bulletin number 200: Early pregnancy loss. 
Obstetrics and Gynecology, 132(5), 197-207. DOI: 10.1097/A0G.0000000000002899. 


2 Reardon, D. C., Makimaa, J., & Sobie, A. (2000). Victims and victors, Speaking out about their pregnancies, 
abortions and children resulting from sexual assault (pp.19-22). Acorn Books. 
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42. Rather, as discussed below, abortion is far more dangerous for women. Plaintiffs’ 
assertion, however, is based on conjecture by researchers associated with the abortion industry. A 
close analogy to the compromising relationship between many researchers and the abortion 
industry would be if the U.S. had allowed the tobacco industry to control the studies and narrative 
regarding the safety of smoking. The data regarding abortion-related complications and maternal 
mortality are similarly compromised. 


43. For example, the authors of one misleading study alleging that deaths from 
childbirth occur fourteen times as often as deaths from abortion are vocal abortion advocates who 
were well aware of the limitations of the data the CDC used. The study used four disparate and 
difficult-to-calculate numbers with non-comparable denominators: abortion-related deaths were 
compared to the number of legal abortions, whereas maternal deaths were compared to the number 
of live births.” Comparing a maternal mortality ratio to an abortion mortality rate is a meaningless 
exercise, even if all deaths following all pregnancy events were accurately recorded, which 
abundant data demonstrates is not the case.”* 


44. Numerous data deficiencies affect the accuracy of abortion-related complication 
and mortality data in the U.S., as I documented in my previous report. See Skop Aff. 91 25-33. It 
bears repeating that comprehensive records-linkage studies from Finland demonstrate that death 
certificate documentation alone detects only 26% of deaths after live birth or stillbirth, 12% of 
deaths following miscarriage or ectopic pregnancy, and just 1-7% of deaths following induced 
abortion.” Confident assertions about mortality from the various pregnancy outcomes just cannot 
be made with certainty in the U.S.*° 


45. Just one example of abortion-related mortality misattribution is a well-publicized 
case from New Mexico. Keisha Atkins died while undergoing an abortion at 24-weeks gestation. 
She developed a uterine infection and rapidly decompensated. She was taken to the operating 
room for completion of the abortion where she died of a cardiac arrest. Her death certificate lists 


27 Raymond, E. G., & Grimes, D. A. (2012). The comparative safety of legal induced abortion and childbirth in the 
United States. Obstetrics and Gynecology, 119(2 Pt 1), 215-219. DOI: 10.1097/A0G.0b013e31823fe923. 


28 Studnicki, J., Reardon, D. C., Harrison, D. J., Fisher, J. W., & Skop, I. (2019). Improving the metrics and data 
reporting for maternal mortality: A challenge to public health surveillance and effective prevention. Online Journal 
of Public Health Informatics, 11(2), e17. DOI: 10.5210/ojphi.v11i2.10012; Marmion, P. J, & Skop, I. (2020). Induced 
abortion and the increased risk of maternal mortality. The Linacre Quarterly, 87(3), 302-310. DOI: 
10.1177/0024363920922687; Jatlaoui, T. C., Boutot, M. E., Mandel, M. G., Whiteman, M. K., Ti, A., Petersen, E., 
& Pazol, K.(2018). Abortion surveillance - United States, 2015. Morbidity and Mortality Weekly Report: CDC 
Surveillance Summaries, 67(13), 1—45. 


2 Gissler, M., Berg, C., Bouvier-Colle, M-H, & Buekens, P.(2004). Methods for identifying pregnancy-associated 
deaths: Population-based data from Finland 1987-2000. Paediatric and Perinatal Epidemiology, 18(6), 448-455. DOI: 
10.1111/j.1365-3016.2004.00591.x; Gissler, M., Berg, C., Bouvier-Colle, M-H., & Buekens, P.(2004). Pregnancy 
associated mortality after birth, spontaneous abortion or induced abortion in Finland, 1987-2000. American Journal 
of Obstetrics and Gynecology, 190(2), 422-427.DOI: 10.1016/j.ajog.2003.08.044. 


3° Reardon, D. C., Strahan, T. W., Thorp, J. M., & Shuping, M. W. (2004). Deaths associated with abortion compared 
to childbirth - A review of new and old data and the medical and legal implications. The Journal of Contemporary 
Health Law & Policy, 20(2), 279-327.; Crutcher, M. (1996). Lime 5: Exploited by choice. Life Dynamics, Inc. 
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her cause of death as “pulmonary embolism due to pregnancy.”*! Based on this diagnosis, her 
death would be recorded by the CDC as a pregnancy-related death, not an abortion-related death, 
even though it was clearly the latter. 


46. Also, as I documented in my previous report, more accurate records-linkage studies 
uniformly document higher maternal mortality in the year following abortion than childbirth, 
including all-cause mortality and “deaths of despair” from mental health complications, such as 
suicide, homicide, substance abuse, overdose, and accidental deaths. See Skop Aff. 1 17-20. 


47. In short, abortion poses substantial risks to the mother, risks that are typically far 
greater than the risks of alternative treatments. 


A. Labor induction or cesarean section usually pose less risk to the mother than 
abortion, and undoubtedly improve the child’s chance of survival. 


48. As noted above, the vast majority of pregnancy complications that require 
separation of a mother from her unborn child occur in the second half of pregnancy and can be 
resolved through labor induction or cesarean section, as compared with dilation and evacuation 
“dismemberment” abortion (“D&E”). Resorting to such an abortion increases the health risk to 
the mother if immediate delivery is required, because it takes substantially longer to prepare the 
cervix for D&E than to perform a cesarean section, thereby extending the time when the mother’s 
life is at risk. 


49. Additionally, many obstetricians are unskilled in performing D&E abortion 
procedures and may prefer another method of delivery, such as labor induction, because of the 
complexity and substantial risk of complications related to D&E. Further delay may be introduced 
to locate a practitioner able and willing to perform this type of abortion. And, even then, the 
mother may need to travel elsewhere to obtain the abortion procedure, although she should never 
be transferred to a facility with a lower level of care, such as an abortion clinic, if her life is truly 
at risk. 


50. For the past fifty years, many hospitals (such as those operated by Catholic, 
Methodist, and Baptist faiths) did not perform elective abortions but have operated with 
established protocols for life-threatening emergencies such as these. For instance, the Methodist 
Healthcare System of San Antonio, where I hold privileges, requires completion of a checklist 
documenting medical necessity, when physicians perform emergency terminations of pregnancy, 
including documented consultation with a second physician unless prohibited by an emergency.*” 


51. Additionally, every healthcare provider in the United States who accepts Medicaid 
has operated with such recordkeeping requirements. Since the 1970s, the Hyde Amendment has 
prohibited the use of federal funds to pay for abortions except procedures “where the life of the 
mother would be endangered if the fetus were carried to term.” Since that time, hospitals and 


3! Keisha Adkins’ autopsy report. Available at https://abortiondocs.org/wp-content/uploads/2017/08/Autopsy- 
Report-Keisha-Atkins.pdf, accessed August 31, 2022. 


3? Methodist Healthcare, Policy 10349967, Termination of Pregnancy (rev. Sep. 2021). 
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physicians have been required to document the need for such treatment and have apparently done 
so without confusion.** 


B. D&E abortions are very risky for mothers. 


52. Beyond the fact that resorting to a D&E abortion may cause the mother more harm 
because of the delay, the procedure itself is also far riskier. D&E abortions account for about 95% 
of abortions after the early second trimester.*4 As described by Supreme Court Justice Thomas 
in Stenberg v. Carhart, 530 U.S. 914, 984-85 (2000) (Thomas, J., dissenting), quoting the words 
of the abortionists’ testimonies: “Because of the fetus’ size at this time, the physician generally 
removes the fetus by dismembering the fetus one piece at a time ... The doctor grabs a fetal 
extremity, such as an arm or a leg, with forceps and “pulls it through the cervical os ... tearing ... 
fetal parts from his body ... by means of traction ... The fetus will die from blood loss ... When 
all of the fetus’ limbs have been removed, and only the head remains in-utero, the physician will 
then collapse the skull and remove it though the cervical canal. At the end of the procedure, the 
physician is left, in respondent’s words, ‘with a tray full of pieces.’” 


53. Ina healthy pregnancy, the cervix is strong and difficult to dilate, and thus cervical 
ripening (usually with a water-absorbing laminaria or prostaglandin) is performed for one to three 
days prior to the abortion. If dilation remains difficult, cervical damage can occur or a false 
channel can be created, possibly leading to laceration of cervical vessels or injury to adjacent 
organs such as bladder, ureter, or bowel. Once dilation has been completed, the surgeon introduces 
a suction curette into the uterus to vacuum out amniotic fluid and soft tissue such as the placenta. 
At this late gestational age, the fetal bones are calcified, and must be removed in a piecemeal 
fashion with grasping clamps, hence the layman’s description “dismemberment abortion.” 
Multiple passes are required to remove all the fetal tissue, as each pass may yield an arm, leg, or 
section of torso. Uterine lacerations may occur from fragments of sharp fetal bones. The cranium 
is often the most difficult portion of tissue to remove as it may require crushing to fit through the 
incompletely dilated cervix. 


54. Complications that may occur with this operation include instrumental perforation 
of the soft, distended uterus, with injury to surrounding bowel or vasculature, potentially leading 
to sepsis or uncontrollable bleeding, or the incomplete removal of all the fetal tissue, which may 
lead to hemorrhage, infection, chronic pain, or future infertility. Additional surgery may be needed 
to correct these damages. 


55. Additionally, surgery to remove retained pregnancy tissue can cause uterine 
damage leading to future pregnancy complications such as abnormal placental attachment or 
premature labor. Severe complications can also lead to an abnormal activation of a woman’s blood 
clotting system, disseminated intravascular coagulation, which can lead to death from 
uncontrollable bleeding due to inability to create blood clots. 


33 The Hyde Amendment of 1976. 


34 American College of Obstetricians and Gynecologists. (2013). Practice bulletin number 135: Second trimester 
abortion. Obstetrics & Gynecology, 121(6), 1394-1406. DOI: 10.1097/01.A0G.0000431056.79334.cc. 


13 


56. These complications and maternal mortality associated with D&E procedures 
increase with gestational age tripling the risk when D&E is performed at greater than 16 weeks 
when compared to 13-15 weeks gestation.’ Beyond 21 weeks, around the cutoff for fetal viability, 
the risk of maternal mortality from D&E exceeds the risk from childbirth.’ CDC data further 
document that the risk of mortality increases by 38% for each week an abortion is performed 
beyond eight weeks, reaching a 15-fold increase early in the second trimester, 30-fold increase in 
the mid-second trimester, and 76-fold after viability.*’7 Another CDC study documented that 
almost 20% of deaths occurred after abortions performed for “life of the mother” indications, 
demonstrating that even abortion may fail to save a mother who is seriously ill.** 


57. Experience of the physician also appears to impact risk because D&E is a very 
complex procedure. This fact was acknowledged by the Accreditation Council for Graduate 
Medical Education (ACGME) when it introduced a two-year fellowship—Complex Family 
Planning—to provide additional training for OB/GYNs on this complicated procedure.*? Whereas 
most high-volume abortionists report D&E complication rates of 4-7%,*° resident physicians in 
training documented 11% major complications (death, prolonged hospitalization, transfusion, 
exploratory surgery, stroke, heart attack, pulmonary embolus, and deep venous thrombosis), and 
had 24% readmission rates.*! Other studies document even higher complication rates: UCSF 
reported 13% complications/10% hemorrhage for treatment of a late miscarriage with D&E, 10% 


35 Cates, W., & Grimes, D. A. (1981). Deaths from second trimester abortion by dilation and evacuation: Causes, 
prevention, facilities. Obstetrics and Gynecology, 58(4), 401-408. 


36 Epner, J. E., Jonas, H. S., & Seckinger, D. L. (1998). Late-term abortion. JAMA, 280(8), 724-729. DOI: 
10.1001/jama.280.8.724. 


37 Bartlett, L. A., Berg, C. J., Shulman, H. B., Zane, S. B., Green, C. A., Whitehead, S., & Atrash, H. K. (2004). Risk 
factors for legal induced abortion related mortality in the United States. Obstetrics and Gynecology, 103(4), 729-737. 
DOI: 10.1097/01.A0G.0000116260.81570.60; Zane, S., Creanga, A. A., Berg, C. J., Pazol, K., Suchdev, D. B., 
Jamieson, D. J., & Callaghan, W. M. (2015). Abortion related mortality in the U.S.: 1998-2010. Obstetrics and 
Gynecology, 126(2), 258-265. DOI: 10.1097/AOG.0000000000000945. 


38 Zane, supra note 37. 


3 The Accreditation Council for Graduate Medical Education & The American Board of Obstetrics and Gynecology.. 
(2021). The complex family planning milestone project. Available at: 
https://www.acgme.org/globalassets/pdfs/milestones/complexfamilyplanningmilestones2.0.pdf. 


40 Peterson, W. F., Berry, F. N., Grace, M. R., & Gulbranson, C. L. (1983). Second trimester abortion by dilation and 
extraction: An analysis of 11,747 cases. Obstetrics and Gynecology, 62(2), 185-190; Autry, A. M., Hayes, E. C., 
Jacobson, G. F., & Kirby, R. S. (2002). A comparison of medical induction and dilation and evacuation for second 
trimester abortion. American Journal of Obstetrics and Gynecology, 187(2), 393-397. DOI: 
10.1067/mob.2002.123887; Sonalkar, S., Ogden, S. N., Tran, L. K., & Chen, A. Y. (2017). Comparison of 
complications associated with induction by misoprostol vs dilation and evacuation for second-trimester abortion. 
International Journal of Gynaecology and Obstetrics, 138(3), 272-275. DOI: 10.1002/ijg0.12229. 


4! Turok, D. K., Gurtcheff, S. E., Esplin, M. S., Shah, M., Simonsen, S. E., Horn, J., T., & Silver, R. M. (2008). Second 
trimester termination of pregnancy: A review by site and procedure type. Contraception, 77(3), 155-161. DOI: 
10.1016/j.contraception.2007.11.004. 
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complications/7% hemorrhage for D&E on a living fetus.*7 Two recent studies documented 
hemorrhage rates of 52% and 51.2% after D&E using standard measures to prevent bleeding.” 


58. A sobering look at what these complications look like can be obtained from the 
1996 book, Lime 5: Exploited by Choice, written by an investigative journalist documenting 
abortion complications recorded in medical malpractice cases. He was able to document 30% 
more deaths from abortion than the CDC reported during that time period, even though women 
and their families are usually hesitant to initiate a malpractice case following harm from abortion, 
due to shame and stigma, further demonstrating the limitations in CDC abortion-related maternal 
mortality reporting. Deficiencies in pre-operative counseling, abortionists compromised by poor 
skills or substance abuse, egregious violations in standard practice resulting in fatal complications, 
and inadequate postoperative recovery care were all shown to be common factors in these poor 
outcomes. Uterine rupture resulting in lacerated intestines, compromised ureters, even damaged 
kidneys (located far from the uterus in the upper back) were all documented. 


59. As an example, the surgeon who performed a hysterectomy to save the life of one 
severely injured woman testified in court: “It would take a lot of force—an extreme amount of 
force—to do that kind of damage.” Regarding that case, the medical board stated that, “having 
nearly eviscerated his patient and with her clearly in critical condition, he sent her to the hospital 
in a private car during rush hours....A more egregious example of incompetence and gross 
negligence is difficult to imagine.” “ 


60. Even today, many abortion providers are unsupervised by organizations such as 
Planned Parenthood or National Abortion Federation,* and the political nature of abortion makes 
it unlikely that local health departments provide oversight unless reports of egregious violations 
of standard practice occur. This reality was recently demonstrated in Pensacola, Florida, where an 
emergency suspension order was imposed on the Integrity Medical Care abortion clinic. The clinic 
was closed because of a finding by the Florida Agency for Health Care Administration’s finding 
that the clinic posed an “immediate serious danger to the public health.”*° 


61. For example, one patient presented on March 23, 2022, for an abortion at 20 2/7 
weeks gestation and her procedure was complicated by catastrophic bleeding. She was transferred 
to a local hospital where her pulse was undetectable, and she was responsive only to painful 
stimuli. She required an emergent hysterectomy for a ruptured uterus. Another patient presented 


2 Kerns, J. L., Ti, A., Aksel, S., Lederle, L., Sokoloff, A., & Steinauer, J. (2019). Disseminated intravascular 
coagulation and hemorrhage after dilation and evacuation abortion for fetal death. Obstetrics and Gynecology, 134(4), 
708-713. DOI: 10.1097/AO0G.0000000000003460. 


8 Wingo, E., Raifman, S., Landau, C., Sella, S., & Grossman, D. (2020). Mifepristone-misoprostol vs misoprostol 
alone regimen for medication abortion at > 24 weeks gestation. Contraception, 102(2), 99-103. DOI: 
10.1016/j.contraception.2020.05.001. 


4 Crutcher, supra note 30, pp 26. 


4 Studnicki, J., Longbons, T,. Fisher, J. W., Harrison, D. J., Skop, I, & MacKinnon, S. J. (2019). Doctors who perform 
abortions: Their characteristics and patterns of holding and using hospital admitting privileges. Health Services 
Research and Managerial Epidemiology, 6, 1-8. DOI: 10.1177/2333392819841211. 


46 State of Florida. (2022, May 20). Agency for Health Care Administration v Integrity Medical Care Emergency 
Suspension Order. 
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on May 5, 2022, for an abortion at 19 6/7 weeks gestation. Her uterus was perforated during the 
procedure, causing her to bleed. She remained unmonitored for six hours, after which her husband 
was directed to take her to an emergency room across state lines (which presumably would not 
report the complication to Florida as mandated). On arrival, she was “hemodynamically unstable” 
and required “mass transfusion protocol to replace egregious blood loss.” When news was released 
that a third woman had been similarly seriously injured by the same provider, the abortionist’s 
medical license was finally suspended.“ 


C. Medical abortions in the second and third trimesters also present significant 
risks. 


62. As the fetus becomes bigger, D&E becomes harder to perform due to the difficulty 
in eviscerating and disarticulating the fetus, so the abortionist may choose to perform an induction 
abortion. Labor may be induced with prostaglandins such as misoprostol, with or without 
mifepristone, intravenous pitocin or rarely, saline, urea, or prostaglandin intraamniotic infusion.*® 
Infection, hemorrhage, or retained tissue often require a surgical suction and/or sharp curettage 
afterward to treat these complications, affecting 5-39% of women.” 


63. “The dreaded complication” of later labor induction abortions, the birth of a live 
baby, is rarely discussed, but may occur more frequently than acknowledged. European studies 
have documented that more than half of anomalous fetuses aborted between 20-24 weeks will 
survive the induction if feticide is not performed first.’ There are several available methods by 
which the abortionist can kill the fetus before labor induction, but a recent survey of abortion 
providers demonstrated that 69% of abortion providers do not routinely provide feticide after 18 
weeks gestation.°*’ Feticide may occur by umbilical cord transection early in the procedure or may 
involve fetal intraamniotic or intracardiac potassium chloride or digoxin injection but entails 
additional risks to the woman if these potent cardiotoxic medications should enter her 


47 Warren, S. (2022, August 5). Florida suspends medical license of abortionist after 3 women injured, citing ‘no 
gynecologic surgical training’. CBN News. https://www1.cbn.com/cbnnews/2022/august/fl-suspends-medical- 
license-of-abortionist-after-3-women-injured-citing-no-gynecological-surgical-training. 


48 ACOG, supra note 34; Borgatta, L., & Kapp, N. (2011). Clinical guidelines. Labor induction abortion in the second 
trimester. Contraception, 84(1), 4-18. DOI: 10.1016/j.contraception.2011.02.005. 


4 Mentula. M. J., Niinimäki, M., Suhonen, S., Hemminki, E., Gissler, M., & Heikinheimo, O. (2011). Immediate 
adverse events after 2nd trimester termination of pregnancy. Human Reproduction, 26(4), 927-932. DOI: 
10.1093/humrep/der016; Borgatta, L., & Kapp, N. (2011). Clinical guidelines. Labor induction abortion in the second 
trimester. Contraception, 84(1), 4-18. DOI: 10.1016/j.contraception.2011.02.005. 


50 Springer, S., Gorczyca, M. E., Arzt, J., Pils, S., Bettelheim, D., & Ott, J. (2018). Fetal survival in second-trimester 
termination of pregnancy without feticide. Obstetrics and Gynecology, 131(3), 575-579. DOI: 
10.1097/AO0G.0000000000002503. 


5! White, K. O., Jones, H. E., Shorter, J., Norman, W. V., Guilbert, E., Lichtenberg, E. S., & Paul, M. (2018). Second 
trimester surgical abortion practices in the U.S. Contraception, 98(2), 95-99. DOI: 
10.1016/j.contraception.2018.04.004. 
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bloodstream.*? Of course, as discussed at length earlier, it is usually not necessary to produce a 
dead baby by abortion if medical separation is required late in pregnancy due to risks to a mother. 


D. Even in the first trimester, surgical abortions may present series risks. 


64. Even when performed in the first trimester, complications also may arise with 
surgical induced abortion. A first trimester uterine aspiration abortion procedure begins with 
placement of a speculum for visualization of the cervix, which is grasped with a sharp tenaculum, 
which can lacerate the cervix. Sometimes a prostaglandin such as misoprostol has been placed a 
few hours in advance to soften the cervix to facilitate dilatation. An anesthetic is generally injected 
into the cervix to reduce pain, but if injected into the bloodstream it can cause seizures. The cervix 
is then mechanically dilated with progressively enlarging metal dilators to allow introduction of 
instruments. The strong, healthy cervix may be resistant to the dilatation because it is designed to 
remain closed until natural childbirth, and inadvertent creation of a false passage damaging 
adjacent organs or vasculature can occur. Additionally, cervical damage may lead to scarring or 
damage to the musculature, that could lead to infertility from cervical stenosis, or to future 
pregnancy complications such as incompetent cervix leading to preterm rupture of membranes and 
early delivery.” 


65. Once the uterus is entered, a suction curette is introduced, and powerful suction is 
created through an electric vacuum aspiration machine. The suction is used to remove the 
embryo/fetus, placenta, and amniotic fluid. A sharp curette may be introduced to scrape along the 
uterine walls to ensure all the tissue has been removed, although if this is performed too 
aggressively it may result in damage to the uterine walls, leading to a potentially dangerous 
delivery from abnormal placental adherence in a subsequent pregnancy.’ The abortionist should 
also examine the aspirated tissue to ensure the pregnancy tissue has been completely removed. 


5 Molaei, M., Jones, H. E., Weiselberg, T., McManama, M., Bassell, J., & Westhoff, C. L. (2008). Effectiveness and 
safety of digoxin to induce fetal demise prior to second-trimester abortion. Contraception, 77(3), 223. DOI: 
10.1016/j.contraception.2007.10.011. 


5 Swingle, H. M., Colaizy, T. T., Zimmerman, M. B., & Morriss Jr., F. H. (2009). Abortion and the risk of subsequent 
preterm birth: A systematic review and meta-analysis. Journal of Reproductive Medicine, 54(2), 95-108; Liao, H., 
Wei, Q., Duan, L., Ge, J., Zhou, Y., & Zeng, W. (2011). Repeated medical abortions and the risk of preterm birth in 
the subsequent pregnancy. Archives of Gynecology and Obstetrics, 284(3), 579-586. DOI: 10.1007/s00404-010-1723- 
7; American Association of Pro-Life Obstetricians & Gynecologists. (Updated 2021). Practice guideline: The 
association between surgical abortion and pre-term birth: An overview. https://aaplog.org/wp- 
content/uploads/2021/1 1/PB-5-Overview-of-Abortion-and-PTB.pdf; American Association of Pro-Life Obstetricians 
& Gynecologists. (2021). Practice guideline: A detailed examination of the data between surgical abortion and pre- 
term birth. https://aaplog.org/wp-content/uploads/2021/11/PG-11-A-Detailed-Examination-of-the-Data-on-Surgical- 
Abortion-and-Preterm-Birth.pdf. 


5% Baldwin, H. J., Patterson, J. A., Nippita, T. A., Torvaldsen, S., Ibiebele, I., Simpson, J. M., & Ford, J. B. (2018). 
Antecedents of abnormally invasive placenta in primiparous women: Risk associated with gynecologic procedures. 
Obstetrics and Gynecology, 131(2), 227-233. DOI: 10.1097/AOG.0000000000002434; Mogos, M. F., Salemi, J. L., 
Ashley, M., Whiteman, V. E., & Salihu, H. M. (2016). Recent trends in placenta accreta in the United States and its 
impact on maternal-fetal morbidity and healthcare-associated costs, 1998-2011. Journal of Maternal-Fetal and 
Neonatal Medicine, 29(7), 1077-1082. DOI: 10.3109/14767058.2015.1034103. 
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Failure to completely remove the fetal tissue can lead to infection, hemorrhage, and future 
infertility from Asherman’s Syndrome (intrauterine scar tissue) or pregnancy complications.°° 


66. Common minor complications of first trimester surgical abortions include bleeding, 
which may require medication or additional surgery; infection, which may require oral or 
intravenous antibiotics; incomplete tissue removal, which may require an additional surgical 
procedure; as well as side effects from anesthesia or anxiety related to the procedure. More serious 
complications may occur due to misdirection of cervical dilators or accidental insertion of suction 
curettes or grasping forceps into the soft, gravid uterus, which may perforate the uterus, potentially 
causing injury to adjacent major blood vessels and/or gynecologic, genitourinary or 
gastrointestinal organs, which may require emergency abdominal surgical exploration to perform 
a hysterectomy, bowel resection, bladder repair, or other repairs.°° Death can occur due to 
hemorrhage (resulting in hemodynamic instability from blood loss), sepsis (system-wide 
infection), thrombotic emboli (blood clots obstructing vessels), intravascular amniotic or air 
emboli (debris in the bloodstream), serious complications of anesthesia, and cardiac or 
cerebrovascular events.*’ A patient in my private practice died of sepsis following perforation in 
a first trimester surgical abortion. 


E. First trimester medical abortions are also very risky for mothers. 


67. In my original affidavit, I noted the frequent complications that may occur 
following medical abortions, approved by the FDA until 10 weeks gestation. See Skop Decl. 11 8- 
11. As well, I provided extensive documentation that complications reported by the FDA consist 
of only a small percentage of the total complications due to incomplete reporting and frequent 
misattribution of abortion complications to miscarriages.°* See Skop Decl. 4] 27; see also id. at 
q1 25-33. 


68. Since that time, in December 2021, the FDA removed its Risk Evaluation and 
Mitigation Strategy (REMS) in-person prescribing requirements, allowing mifepristone provision 
without sonogram or physical examination to document gestational age or intrauterine pregnancy, 
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114(4), 795-804. DOI: 10.1097/AOG.0b013e3181b5ccf9; Autry, supra note 40; Cates, supra note 35. 


57 Cunningham, F. G. (1993). Williams obstetrics (19 ed.) (pp. 81-246). Appleton & Lange.; Lalitkumar, S., 
Bygdeman, M., & Gemzell-Danielsson, K. (2007). Mid-trimester induced abortion: A review. Human Reproduction 
Update, 13(1), 37-52. DOI: 10.1093/humupd/dm1049. 
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and without labs to document blood Rh status and need for Rhogam to prevent isoimmunization.°” 
This change allows telemedicine prescribing, internet ordering and mail order provision of these 
dangerous drugs. 


69. This will undoubtedly increase the risk of failures and adverse events after medical 
abortions. Women may underestimate their gestational age and inadvertently take medical 
abortion pills at a gestational age that is more advanced than recommended, resulting in more 
failures requiring surgical intervention. Whereas 2—6% of medical abortions at less than seven 
weeks are documented to fail,°! failures increase to 39% if medical abortion pills are accidentally 
used in the second trimester.” 


70. Additionally, wider availability of chemical abortions may encourage coercion of 
hesitant women by unwilling partners, incestuous abusers, and sex traffickers into unwanted 
abortions. The prior regulations required the prescriber to give the pills directly to the woman to 
ensure that she desired the abortion and was the person taking the pills. On-line ordering and 
delivery by mail allows anyone to present themselves as a woman desiring abortion, potentially 
placing these pills in the hands of those with nefarious intentions. 


71. The most serious complication following unsupervised medical abortion is failure 
to diagnose an ectopic pregnancy. Mifepristone and misoprostol have no action on an ectopic 
pregnancy because these medications exert their actions on the uterus, allowing the ectopic 
pregnancy to continue to grow, possibly to the point of tubal rupture, which can lead to catastrophic 
bleeding and death. It has been documented that a woman is 30% more likely to die from a 
ruptured ectopic while seeking medical abortion if it remains undiagnosed, because she may 
interpret the warning signs of pain and bleeding as signs the chemical abortion pills are working, 
rather than a warning sign that her life is in danger.“ While ectopic implantations occur in only 
2% of pregnancies, they account for many maternal deaths. Half of women with ectopic 
pregnancies have no risk factors for this serious condition, and the gold standard for diagnosis is 
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ultrasound.®° Thus, providing medical abortion pills without first ruling out an ectopic pregnancy 
by ultrasound is likely to lead to more maternal deaths. 


VI. By limiting abortions, maternal mortality will decrease for a host of reasons. 


72. Abortion restrictions like the LIFE Act will not prohibit medical interventions for 
life-threatening emergencies because Georgia has an exemption allowing abortion where 
necessary to save the life of the mother if her pregnancy poses a severe risk to her life, as discussed 
above. 


73. Moreover, abortion restrictions like the LIFE Act will limit dangerous, later 
abortions. Approximately 8—10% of U.S. abortions occur after the first trimester and 1% occur in 
the second half of pregnancy (after viability when the baby can survive separated from his 
mother).°’ These abortions are usually performed by D&E, which is much more dangerous than 
earlier procedures, as discussed above. Additionally, these later abortions are usually performed 
for the same elective reasons that earlier abortions are, as I discussed in my prior report. 68 


74. Abortion restrictions like the LIFE Act will also reduce the incidence of repeat 
abortions. Abortion is associated with an increase in maternal mortality rates from suicide, 
accidents, homicide, and other causes in comprehensive record-linkage studies, and these risks 
increase when women are exposed to multiple abortions,” so reducing the opportunity for repeated 
abortions should reduce the overall mortality rate of women of reproductive age.” 


75. Abortion restrictions like the LIFE Act will also prevent some future pregnancy 
complications. Surgical trauma to the uterine lining in a dilation and suction, curettage or 
evacuation procedure may cause an abnormal placental attachment in the next pregnancy. 
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Placental abruption (premature separation) can occur if the attachment is not secure, and placental 
accreta syndrome (pathologic invasion) can occur if the attachment is too strong. Each of these 
abnormal placental attachments can lead to life-threatening bleeding at delivery.’' Also, abortion 
has been documented to increase the risk of a subsequent preterm birth, which is associated with 
higher maternal mortality.” Limiting abortion through measure like the LIFE Act will decrease 
women’s risk of maternal mortality in subsequent pregnancies for these reasons. 


76. Abortion restrictions like the LIFE Act will also prevent future mental health 
disorders in some women. Abortion is linked to mental health disorders such as anxiety, 
depression, substance abuse or overdose, excessive risk-taking behavior, self-harm, and suicide, 
all of which can contribute to maternal mortality which is measured until one-full year after the 
end of the pregnancy. Some subpopulations are at increased risk of mental health harm after 
abortion, such as those who have a later abortion, abort at a young age, abort a desired pregnancy, 
have multiple abortions, or have a prior history of mental illness.’4 Conversely, delivery of a new 
baby often leads a woman to reduce her risk of accidents by staying at home to care for her new 
child.’° 


77. Abortion restrictions like the LIFE Act may also lead to more fathers taking 
responsibility for their children and decrease the rates of single motherhood. Abortion has 
devastated the family structure and social relationships in our country. The narrative that childbirth 
is a “woman’s choice” has led many men to be absent fathers if a woman chooses to give birth to 
her child. This increases the odds that she lives in poverty as a single mother, which is associated 
with medical conditions predisposing to maternal mortality such as obesity, hypertension, diabetes, 
and lack of insurance. Without a supportive partner or other family support to encourage her to 
seek help in a medical emergency, access to transportation, or childcare for other children, she 
may delay life-saving medical care until it is too late.’° 


78. Abortion restrictions like the LIFE Act will also encourage both men and women 
to change their sexual behavior and use more reliable contraception. Additionally, studies of 
changes in state laws and international laws show that with limitations on abortion, the abortion 
rate goes down, the birth rate rises by a small amount temporarily, but then decreases to the prior 
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rate with time. As the “cost” of abortion rises, women discover other ways to decrease unwanted 
births. In the face of restrictions, women modify their behavior (decreasing sexual activity outside 
of committed relationships) and use more effective contraception to prevent unintended 
pregnancies in the first place.” 


79. Abortion restrictions like the LIFE Act may also reduce the incidence rate of 
unwanted abortions. As many as 64% of women with a history of abortion report feeling pressured 
into their abortions by other people, such as their male partner or parents.” Since “perceived 
pressure from others” to have an abortion is one of the risk factors for mental health problems after 
abortion that has been identified by the American Psychological Association, it is reasonable to 
hope that abortion restrictions like the LIFE Act will reduce the rate of abortion among the subset 
of women at greatest risk of negative psychological reactions to abortion and thereby reduce the 
rate of suicide and self-destructive behaviors that have been observed among women exposed to 
unwanted or coerced abortions.” 


80. As mentioned in my prior report, abortion restrictions have not been shown to 
increase maternal mortality rates in other countries. In fact, the U.S. has the worst maternal 
mortality ratios compared to other developed countries,®° despite having high abortion rates and 
late-term abortion rates second only to Communist China. We should think long and hard before 
doubling down on more abortions as the solution to this complex problem. For the reasons 
mentioned above, it is likely that abortion restrictions like the LIFE Act will improve rather than 
worsen maternal mortality. 


VII. Abortion impairs the doctor/patient relationship. 


81. Measures like the LIFE Act can also improve the doctor/patient relationship. Like 
other physicians, obstetricians work for the wellbeing of their patients. An obstetrician occupies 
a unique space, however, because the obstetrician has two patients: the mother and the unborn 
child, each of whom has unique, sometimes conflicting, needs. Most obstetricians operate under 
a “two-patient paradigm” because “a physician’s ethical duty toward the pregnant woman clearly 
requires the physician to act in the interest of the fetus as well as the woman.”*®! As previously 
discussed, obstetricians exercise “reasonable medical judgment” to provide the best care possible, 
even if reducing the risk for one patient may entail increasing the risk for the other. 


82. Yet these are precisely the situations when obstetricians are most needed. We work 
to provide life-saving care for both mothers and babies—the essential purpose of obstetric care. 
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The profession of obstetrics is high-risk for medical malpractice accusations, yet obstetricians have 
always worked daily to provide the best medical care possible by applying this standard of 
“reasonable medical judgment.” Nothing has changed, as the risk of litigation has always been 
present for an obstetrician. The Georgia heartbeat law does not affect the delivery of life-saving 
obstetric care. 


83. The Plaintiffs, however, follow a “one-patient paradigm,” whereby they seem 
willing to consider only the interests of the mother. The fetus is their second patient only if the 
mother desires him to be so. They appear to consider pregnancy as though it were a disease and 
recommend abortion as its treatment, because it eliminates the disease. If that were truly the case, 
every OB/GYN would recommend abortion as an alternative to every pregnant woman, and all 
OB/GYNs would perform abortions. But in reality, only a small minority of OB/GYNs perform 
elective abortions. Treating pregnancy as though it were a disease is contrary to the practice of 
Hippocratic medicine and the ethical principle that every human life is inherently valuable. 


84. On this point, Dr. Pamela Merritt makes a breathtaking complaint: she claims that 
limiting abortion will negatively impact OB/GYN training. As noted above, practically all 
scientists acknowledge that abortion ends a human life. Performing that action for the purpose of 
imparting skills to physicians in training seems contrary to the intent of medicine, which is the 
healing and maintenance of human life. 


85. But further, this argument is also based on false factual assumptions. The 
procedures that are used to end unborn life—dilation and suction, dilation and evacuation, 
sometimes hysterotomy, even misoprostol or mifepristone/misoprostol—are also used to remove 
the remains of a deceased embryo or fetus, or for other obstetric and gynecologic indications. 
Miscarriages are estimated to occur in 15—20% of pregnancies, so residents will have ample 
opportunities to develop these skills by managing natural losses without resorting to intentionally 
ending human life. They will also have additional opportunities to obtain clinical skills in caring 
for women at the time of delivery, as most women who do not obtain abortions will carry their 
pregnancies to childbirth. 


VIII. The racial disparity noted in abortions may negatively impact those groups with high 
abortion rates. 


86. The Plaintiffs’ experts also document that maternal mortality in 2020 was 
19/100,000 live births in non-Hispanic white women compared to 55/100,000 live births in non- 
Hispanic Black women, a 2.9-fold disparity. The incidence of abortion in the non-Hispanic Black 
community mirrors the disparity in mortality. The Guttmacher Institute reports non-Hispanic 
Black women consistently have abortion rates three times higher than white women.* Yet, 
offering these women more opportunities to end the lives of their unborn children without 
addressing other root causes of maternal mortality is a poor solution to this heartbreaking problem. 
In fact, the elevated risk of maternal mortality in a population disproportionately affected by 
abortion suggests that abortion may be contributing to these adverse events. There is certainly no 


82 Guttmacher Institute. (n.d.). United States abortions. https://www.guttmacher.org/united-states/abortion. 


23 


evidence that abortion is protective, and this fact challenges the conclusion that abortion is 
necessary to prevent maternal mortality. 


87. The conversation addressing this racial disparity is often limited to suggesting 
institutional factors of systemic racism. Some researchers have even counterintuitively stated that 
race is not a biological variable, but a social construct and thus maternal mortality should be the 
same in all ethnic groups if society were equitable. Yet, in a military study that controlled for 
economics and health care access, non-Hispanic Black women receiving the same health care as 
white women were still 2.8 times as likely to be admitted to an intensive care unit and 1.7 times as 
likely to experience severe maternal morbidity compared to non-Hispanic white women.** There 
are many factors potentially contributing to maternal morbidity and mortality and these should be 
more fully explored as we strive to understand the racial disparities. 


88. Itis important to note that the outcomes of pregnancy also differ among ethnic 
groups. Spontaneous abortion (miscarriage) rates are similar among all ethnicities, approximately 
16%. However, the rates of legal induced abortion vary dramatically as previously discussed, 
affecting 34% of the pregnancies in non-Hispanic Black women but only 11% in white women.* 
Abortions after the first trimester, which are more dangerous, are also more common in the non- 
Hispanic Black population, accounting for 13% of abortions among non-Hispanic Blacks 
compared to 9% among non-Hispanic whites. As a result of these factors only 48% of 
pregnancies among the non-Hispanic Black population result in childbirth as compared to 65% of 
pregnancies among the non-Hispanic white population, artificially inflating the maternal mortality 
ratio in the non-Hispanic Black population since the denominator is 100,000 live births.*’ 


89. Preconceptual health risk factors also impact maternal mortality, and these differ 
by ethnicity. Obesity affects 47% of the non-Hispanic Black population and 47% of the Hispanic 
population, but only 38% of the non-Hispanic white population.** Hypertension affects 40% of 
the non-Hispanic Black population, but only 26% of the Hispanic population and 27% of the non- 
Hispanic white population.*’ Diabetes affects 13% of the non-Hispanic Black population and 12% 
of the Hispanic population, but only 7% of the non-Hispanic white population.” An inherited 
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thrombophilia will increase the propensity to form blood clots that block blood vessels, and this 
occurs more commonly in the non-Hispanic Black population.”! These preconceptual factors may 
directly predispose the disproportionately affected populations to mortality due to disease related 
complications, and they are also associated with early delivery and increased C-section rates, 
which indirectly raise mortality risk. Chronic hypertension may lead to preeclampsia or eclampsia, 
which accounts for 11.4% of deaths in non-Hispanic Black women, but only 6.5% of deaths in 
non-Hispanic white women.” 


90. Poverty is also a risk factor for failure to obtain appropriate medical care and may 
contribute to the racial disparity noted in maternal mortality. Additionally, poverty is associated 
with the preconceptual health risk factors mentioned above: obesity, hypertension, and diabetes. 
Twenty percent of non-Hispanic Black women live in poverty, compared to 16 percent of Hispanic 
women and 8 percent of non-Hispanic white women.” Only 5 percent of married couples live in 
poverty, so the high rates of unmarried childbirth in minority populations may also contribute to 
the likelihood of poverty. Unmarried birth occurs in 67% of non-Hispanic Black women, 39% of 
Hispanic women, and only 27% of non-Hispanic white women.” Moreover, independent of 
financial status, giving birth and caring for a child without a partner places a woman at an obvious 
disadvantage. If she should become ill, she may not seek timely emergency care due to lack of 
social support, childcare, or transportation. 


IX. These opinions are not undercut by the fact that leadership at several medical 
organizations support expansive abortion. 


91. Plaintiffs point in their preliminary injunction motion (at 13) to a previous case in 
Florida to argue that my views are “inconsistent with the findings of [a] number of medical 
associations,” including ACOG, the American Psychological Association (APA), the National 
Academy of Sciences, Engineering, and Medicine (NASEM), the American Medical Association 
(AMA), and the Centers for Disease Control and Prevention (CDC). That is true, but scientific 
truth is not determined by a vote, so my disagreements with some medical organizations do not 
render my opinions incorrect. It should not be surprising in today’s polarized climate regarding 
abortion that medical organizations often have a bias that may affect their interpretation of the 
literature. 
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92. However, before discussing these issues further, it is important to emphasize that 
being in lock step with these organizations should not be the standard. Recall that, in the early 
1900s, the APA created a Committee on Measurement, which consisted of many psychologists 
who supported “racial hierarchy and/or eugenics[.]”®° In fact, as the APA acknowledges, 
“[b]etween 1892 and 1947, 31 presidents of APA acted in leadership positions in eugenics 
organizations[.]”?° Then, in 1952, the APA classified homosexuality as a mental disorder.” The 
APA did not remove homosexuality as a mental disorder until 1973.°° And the AMA, for its part, 
opposed the creation of Medicare.” Thus, while Plaintiffs point to these organizations as the 
leaders for acceptable views within the medical community, their history demonstrates that, in 
many instances, it is appropriate to hold contrary views. 


93. Looking at the present day, ACOG’s pro-abortion leadership issues statements of 
policy driven by ideology, such as Committee Opinion 613: Increasing Access to Abortion, which 
states: “Safe, legal abortion is a necessary component of women’s health care.”!°? Committee 
Opinion 385: The Limits of Conscientious Refusal in Reproductive Medicine mandates that, 
“[p|hysicians ... have the duty to refer patients ... if they do not feel that they can in conscience 
provide the standard reproductive services that their patients request (referring to induced 
abortion).”!°' Yet, this statement is contradicted by Committee Opinion 390: Ethical Decision 
Making in Obstetrics and Gynecology, which reinforces the ethical principle that “[b]eneficence 
... requires a physician to act in a way that is likely to benefit the patient. Nonmaleficence is the 
obligation not to harm or cause injury.” ! Apparently the ACOG leadership has forgotten that the 
fetus is also an obstetrician’s patient, and it is wrong to harm him. The chasm between the 
leadership’s pro-abortion ideology!” and their membership’s medical care and advocacy for both 
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their patients is highlighted by polls demonstrating that only 7-14% of practicing OB/GYNs will 
perform an abortion if requested by their patient. 1 


94. —_ Incontrast, ACOG also provides clinical practice guidelines for members, but these 
documents are developed through a peer-review process that generally ensures that the 
recommendations are based on science. This applies to the ACOG guidance I mentioned earlier 
in this report, but unfortunately does not apply to its guidance specifically about abortion. ACOG’s 
publications on abortion are crafted by prominent abortion ideologues such as Mitchell Creinin 
(consultant for Danco, manufacturer of mifepristone abortion pill) and Daniel Grossman (Director 
of Advancing New Standards in Reproductive Health, a vocal abortion advocacy organization) 
who cowrote Practice Bulletin 143: Medical Management of First-Trimester Abortion!” and (in 
Grossman’s case) Practice Bulletin 135: Second-Trimester Abortion. !° 


95. | ACOG’s abortion position is motivated by ideology, not medical science. ACOG 
undeniably has obstetric expertise; its clinical bulletins provide clear and comprehensive guidance 
for practicing physicians. But ACOG’s abortion advocacy appears to be out-of-step with the views 
of its own membership. ACOG rarely surveys its members’ views on abortion and does not survey 
them about their support—or lack thereof—for its abortion advocacy. And ACOG’s abortion 
advocacy is unconditional. According to its recently updated policy statement, ACOG “is 
committed to protecting and increasing access to abortion,” with no discernible limit. !°’ 


96. Likewise, the APA proclaimed in 1969 that: “Termination of pregnancy should be 
considered a civil right of a pregnant woman.” Evidence of this bias is demonstrated by a statement 
in their 2008 Task Force on Mental Health and Abortion report, which states: “The best scientific 
evidence published indicates that among adult women who have an unplanned pregnancy the 
relative risk of mental health problems is no greater if they have a single first-trimester abortion 
for nontherapeutic reasons than if they deliver that pregnancy.” They could make this superficially 
reassuring statement only by ignoring the evidence they reviewed, which documents higher risk 
of mental health complications for women following abortion with the following risk factors: 
young age, history of prior abortion, abortion after the first trimester, perceived pressure from 
others to terminate, terminating a pregnancy that is wanted or meaningful, prior history of mental 
health problems, feelings of commitment to the pregnancy, and ambivalence about the decision, 
among others.!°° A nonbiased committee would have highlighted the women who might be at risk 
for adverse outcomes, so they could be counseled appropriately, and perhaps discouraged from an 
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FA. Abortion provision among practicing obstetrician-gynecologists. Obstet Gynecol 2011;118(3):609-614. 
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abortion if their mental health risk appeared high. A biased committee would be expected to create 
a falsely reassuring statement mirroring the one that the APA actually created. 


97. The Plaintiffs also reference a 2018 publication of the National Academy of 
Sciences, Engineering and Medicine (NASEM): The Safety and Quality of Abortion Care in the 
U.S.'° But this publication is deeply flawed. The study was commissioned and funded by six 
outspoken abortion advocacy organizations.'!° The researchers performed an extensive literature 
review but excluded an extraordinary number of studies for perceived defects. By primarily 
utilizing studies performed by fellow abortion advocates, they concluded what their funders hoped 
they would conclude: that serious complications or long-term physical or mental health effects are 
virtually non-existent, and abortion can be performed safely in an office-based setting or by 
telemedicine without the need for many standard requirements for medical treatment. 


98. | However, when one examines the research studies they used for their conclusions, 
the poor quality of the literature regarding long-term complications becomes apparent. For many 
questions, there were very few or no studies that met their stringent criteria, and they disqualified 
many studies due to perceived study defects. For example, they considered only seven studies 
examining a link between abortion and preterm birth (even though 70 peer-reviewed studies 
documenting an increased risk exist in the literature since 2000, the arbitrary date they set for 
inclusion, and 163 studies exist in total);''! three studies examining a link between abortion and 
breast cancer (even though 76 peer-reviewed studies exist in the literature, 60 showing a positive 
correlation, and 36 showing statistically significant increased risk);'!* and considered only seven 
studies examining a link between abortion and mental health disorders (five were drawn from the 
same cohort of women). Seventy-five peer-reviewed studies exist in the literature from the past 
twenty-five years, 2/3 (49) showing statistically significant increased risk of mental health 
disorders after abortion. '!° 


99. Thus, in all cases, there were only a handful of studies on which the NASEM 
committee based their definitive conclusion of “no long-term impact” when there were hundreds 
of studies they could have evaluated. If it is true that less than 10% of abortion-mental health 
studies and only 4% of abortion-preterm birth studies were of adequate quality for analysis, a non- 
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biased organization would have put forward a call for new and better studies to learn the truth. A 
biased organization would do just what NASEM did: declare “[n]o association, case closed.” 


100. After years of maintaining a neutral position on abortion, the AMA recently joined 
ACOG and other medical ideologues in abortion advocacy by cosigning an amicus brief in the 
Supreme Court’s Dobbs v. Jackson Women’s Health case, in which they stated: “Reproductive 
health care is essential to women’s overall health. Access to abortion is an important component 
of reproductive health care.” Responding to the Dobbs decision, they decried the “egregious 
allowance of government intrusion into the medical examination room.”!!4 Somehow, both 
ACOG and the AMA forgot how vigorously they fought for the Affordable Care Act’s passage, 
legislation that many physicians consider to be a gross government invasion into their practice of 
medicine.!!5 Apparently, some governmental intrusion is more acceptable than others. 


101. Finally, the CDC has also demonstrated that it will turn a blind eye to misuse of its 
statistics in the service of widespread abortion access. As mentioned earlier, the outspoken 
abortion-promoting former director of the CDC’s Abortion Surveillance Division published a 
paper confidently stating that abortion is 14 times safer than childbirth, using the seriously flawed, 
noncomparable maternal mortality data that I discussed in my prior report. The director of the 
CDC, Dr. Julie Gerberding, contradicted this comparison by stating that maternal mortality ratios 
and abortion mortality rates “are conceptually different and are used by the CDC for different 
public health purposes,’”!!* but nonetheless allowed this paper to remain unchallenged. 


102. My opinion is not solitary, nor monolithic. The American Association of 
Physicians and Surgeons,!'’ American Association of Pro-Life Obstetricians and Gynecologists, ''® 
Christian Medical and Dental Association,!!? Catholic Medical Association,!?° and many other 
medical organizations have published well-referenced documents and peer-reviewed articles 
confirming many of the statements I have made in my reports. Although the Florida judge noted 
that I do not perform abortions, this does not diminish my expertise. Every procedure used to 
perform an induced abortion (ending fetal life) can be used to treat a miscarriage (fetal life that has 
already ended), and I have performed all of these procedures on numerous occasions in my thirty- 
year career. 


103. I hold the opinions expressed in my original affidavit and in this supplemental 
report to a reasonable degree of medical certainty. 


14 Brief for ACOG and the AMA, et al., as Amicus Curiae, Dobbs v. Jackson Women’s Health Organization, 142 S. 
Ct. 2228 (2022). 
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